Implementation of a Revised Interim Home Support Protocol for Older Persons in the South by O\u27Sullivan, Susanne
Royal College of Surgeons in Ireland
e-publications@RCSI
Masters theses/dissertations - taught courses Theses and Dissertations
1-1-2014
Implementation of a Revised Interim Home
Support Protocol for Older Persons in the South
Susanne O'Sullivan
Royal College of Surgeons in Ireland
This Thesis is brought to you for free and open access by the Theses and
Dissertations at e-publications@RCSI. It has been accepted for inclusion in
Masters theses/dissertations - taught courses by an authorized
administrator of e-publications@RCSI. For more information, please
contact epubs@rcsi.ie.
Citation
O'Sullivan S. Implementation of a Revised Interim Home Support Protocol for Older Persons in the South. [MSc Thesis]. Dublin:
Royal College of Surgeons in Ireland; 2014.
— Use Licence —
Creative Commons Licence:
This work is licensed under a Creative Commons Attribution-Noncommercial-Share Alike 3.0 License.
This thesis is available at e-publications@RCSI: http://epubs.rcsi.ie/mscttheses/39
Implementation of a Revised Interim Home 
Support Protocol for Older Persons in the South  
 
 
Susanne K. O’Sullivan 
 
A Dissertation submitted in part fulfilment of the 
degree of MSc Leadership and Management 
Development, Institute of Leadership, Royal College 
of Surgeons in Ireland 
 
 
 
 
2014 
 
 ii 
Implementation of a Revised Interim Home 
Support Protocol for Older Persons in the South 
 
 
 
 
 
MSc Leadership and Management Development 
2014 
 
 
 
 
 
Student ID:  0721453 
Submission Date: 14th May 2014 
Word Count:  16496 
Facilitator:  Tina Joyce 
 iii 
Table of Contents 
Table of Contents  iii 
 Table of Contents  
 A List of Tables vii 
 A List of Figures vii 
Acknowledgements  viii 
Abstract  ix 
Abbreviations  x 
Chapter 1  1 
1.1 Introduction 1 
1.2 Background 2 
1.3 Current Context 4 
1.4 Rationale for selecting the Project 4 
1.5 Aim of the Project 5 
1.6 Project Objectives 5 
1.7 Role of the Student in the Process 6 
1.8 Project Paradigms 7 
1.9 Conclusion 8 
Chapter 2 Literature Review 9 
2.1 Introduction 9 
2.2 Search Strategy 10 
2.3 Context 11 
 2.3.1 Background 12 
 2.3.2 Independence 12 
 iv 
2.4 Transitioning Home 13 
2.5 Discharge Policies 15 
2.6 Importance of Integration 16 
2.7 Systems to Improve Discharge 18 
2.8 Roles to Assist Discharge 20 
2.9 Home Support 21 
2.10 Comparable Models 23 
2.11 Conclusion 24 
Chapter 3 Methodology and Methods 26 
3.1 Introduction 26 
3.2 Organisational Development (OD) 26 
3.3 Rationale for Choosing the Change Model 27 
3.4 The HSE Change Model 29 
 3.4.1 Initiation 30 
 3.4.2 Planning 35 
 3.4.3 Implementation 37 
 3.4.4 Mainstreaming 38 
3.5 Reflections and Action Learning Set (ALS) 
Meetings 
40 
3.6 Assumptions 41 
3.7 Conclusion 42 
Chapter 4 Evaluation 43 
4.1 Introduction 43 
4.2 Evaluation 43 
4.3 Readiness and Capacity for Change 44 
 v 
4.4 Quantitative Validation of the iHS Issues 45 
4.5 Evaluation of the Revised Protocol 47 
 4.5.1 Evaluation of Objective 1 48 
 Awareness 48 
 Quality 49 
 4.5.2 Evaluation of Objective 2 51 
 Awareness 51 
 Quality 51 
 4.5.3 Evaluation of Objective 3 52 
 Awareness 52 
 Quality 52 
 4.5.4 Evaluation of Objective 4 53 
 Awareness 53 
 Quality 53 
 4.5.5 Evaluation of Objective 5 54 
 Awareness 54 
 Quality  55 
 4.5.6 Evaluation of Objective 6 55 
 4.5.7 Evaluation of Objective 7 56 
 Awareness 56 
 Quality  56 
 4.5.8 Other Results 57 
4.6 Project Impact Statement 57 
 4.6.1 Process Impacts 58 
 4.6.2 Structural Impacts 59 
 vi 
 4.6.3 Behavioural Impacts 59 
 4.6.4 Cultural Impacts 60 
4.7 Limitations of the Evaluation 60 
4.8 Conclusions 61 
Chapter 5 Discussion and Conclusions 63 
5.1 Introduction 63 
5.2 The Project Aim and Objectives 63 
5.3 The HSE Change Model 66 
5.4 Literature Review and the Project 67 
5.5 Semi-structured Interviews 70 
5.6 The Implications of the Change for Management 71 
 5.6.1 Communication 71 
 5.6.2 Resources 72 
 5.6.3 Home Support Service 73 
 5.6.4 Outcomes 76 
5.7 Recommendations 77 
5.8 Further Research 78 
5.9 Conclusions 79 
Reference List  80 
 
 
 
 
 
 
 
 vii 
List of Appendices 
 
Appendix 1 Original Protocol 93 
Appendix 2 iHCP Analysis 94 
Appendix 3 Plan to Lead by Example 95 
Appendix 4 Stakeholder Analysis 96 
Appendix 5 Power Interest Matrix 97 
Appendix 6 Organisational Politics 
Questionnaire 
98 
Appendix 7 Pre-implementation interview 99 
Appendix 7a Issues log 100 
Appendix 7b Summary Issues Log 104 
Appendix 8 Activities for change template 106 
Appendix 9 PEST framework 108 
Appendix 10 Readiness & capacity 109 
Appendix 11 Force Field Analysis 110 
Appendix 12 SWOT Analysis 111 
Appendix 13 Organisational and Stakeholder 
impact assessment 
113 
Appendix 14 The Project Plan 115 
Appendix 15 Communication Prompts and 
Template 
119 
Appendix 16 Interim Home Support (iHS) 
Protocol 
121 
Appendix 17 Results Semi-structured 126 
 viii 
Interview Post Implementation 
Appendix 18 Interim Home Support 
Assessment Form 
132 
Appendix 19 Patient Information Sheet 133 
Appendix 20 Post Implementation Interview 
Template 
134 
Appendix 21 ALS Meetings and Reflective 
practice 
139 
Appendix 22 Post Project Impact Statement 140 
Appendix 23 Analysis of Quality/Satisfaction 
Regarding the Referral Criteria 
142 
Appendix 24 Analysis of the Quality of 
Communication 
142 
Appendix 25 Poster 143 
Appendix 26 The Number of Inpatient 
Discharges in Acute Sites 
144 
Appendix 27 Patient Outcome Data 145 
Appendix 28 Project Ghantt Chart 151 
 
 
 
 
 
 
 
 
 
 
 ix 
A List of Tables 
Table 1 The Issues Log …………….……………………………………………46 
 
A List of Figures 
Figure 1 The HSE Change Model…………..……………………………………30 
 
Figure 2 Awareness of Aspects of the Revised iHS Protocol………………… 49 
 
Figure 3 Level of Satisfaction Regarding Aspects of the Protocol.................. 50 
 
Figure 4 Awareness of the Referral Criteria Amongst Interviewees ............... 51 
 
Figure 5 Awareness of the New Common Assessment Form ........................ 52 
 
Figure 6 Awareness of the Patient Information Sheet .................................... 52 
 
Figure 7 Awareness re the Sub-Protocol to Mange Leave ............................. 56 
 
 
 
 
 
 
 
 
 
 
 x 
Acknowledgements 
 
I would like to sincerely thank my parents, brother and friends whose support, 
patience and encouragement helped sustain me throughout the year, 
particularly my study buddy for keeping me energised and focused. 
 
I would like to thank all my colleagues from community and acute services 
who participated in the project and who gave of their time so generously, as 
without them it would not have been possible to complete this work, especially 
the liaison nurse and the South Lee PHN Service.   
 
A sincere thanks to both the project sponsor for her ongoing support and my 
close work colleagues for their help, endless patience and calming words 
when required. 
 
I would like to thank my learning set for their advice and support.  Finally, I 
especially want to thank Tina Joyce, my facilitator, who was always 
encouraging, practical, and insightful. 
 xi 
Abstract 
 
The local Winter Capacity Initiative (WCI) Group was established to integrate 
community and acute services to improve discharge. The provision of interim 
home care packages (iHCP) commenced in conjunction with the rollout of the 
national HSE Home Care Package (HCP) Guidelines and as part of the local 
WCI plan to aid discharge. This project was established to deal with 
operational issues encountered relating to discharges supported by iHCP.  Its 
aim was to implement a clear protocol for older persons to be discharged 
home safely from four acute sites using up to 10 hours interim home support.   
The HSE Change Model underpinned the implementation.  In addition to the 
protocol a number of additional outcomes were delivered, e.g. referral criteria.  
The improved protocol was launched by e-mail to relevant line managers for 
dissemination to their staff and through some direct communication with key 
stakeholders.  Following implementation, the project was evaluated using 
semi-structured interviews to determine the level of awareness of the protocol 
and the quality of the outcomes.  The aim of the project was met.  A 
streamlined protocol, covering leave periods; clear referral criteria; a 
multipurpose assessment form; and a new way of disseminating discharge 
information, were delivered. No trends relating to the allocation of interim 
home support at any specific times of the year were identified.  The 
recommendations included continued use of the protocol, and further direct 
communication with front line staff at team meetings regarding the protocol to 
increase awareness and adherence to the protocol.   
 xii 
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Chapter 1 Introduction 
 
1.1 Introduction 
 
A protocol for the provision of interim home care packages (iHCP) was 
introduced in the local area during 2010 in conjunction with the 
implementation of the Health Service Executive’s (HSE) home care package 
(HCP) guidelines and the establishment of the local Winter Capacity Initiative 
(WCI).  The local area or locally refers to the defined area for the provision of 
health and social care, in respect of the project.  The initial protocol has 
evolved over time however no formal review has been conducted.  Therefore 
this project was established to implement an improved protocol to facilitate 
older persons who meet certain criteria to be discharged home safely from 
four acute sites using up to 10 hours interim home support (iHS). 
 
The thesis, comprising five chapters, outlines key aspects of this project.  
Chapter one outlines the background, the current context and rationale for the 
project; the aim and objectives; the role of the student in the project; and it 
identifies project paradigms, before concluding.  Chapter two discusses the 
current available supporting evidence relating to the research topic obtained 
through a literature review using key search parameters.  The third chapter 
details the methods and methodology of the project, including a discussion on 
the change model used to support the change process.  The fourth chapter 
evaluates the project findings.  The final chapter discusses the experience of 
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leading and implementing the change to achieve the aim, outlines implications 
for management and makes recommendations, before concluding.   
 
1.2 Background 
 
One of the key supports to maintain patients at home in their community is the 
provision of home support, comprising home help services and HCPs based 
on their assessed care needs.  Home help services are delivered through 
HSE staff, whereas, HCPs are delivered by HSE staff or private providers.   
Home support services (HSS) can be used to facilitate timely discharge of 
older persons home.  When home support is provided using a HCP, it fulfils 
one of the Department of Health’s (DOH) policy objectives regarding the HCP 
Scheme (HSE, 2010).  According to the National Guidelines and Procedures 
for Standardised Implementation of the HCP Scheme, an iHCP is an interim 
care package approved to facilitate discharge from acute services or reduce 
inappropriate admissions (HSE, 2010).   
 
In 2010 part of the community response to the Special Delivery Unit (SDU) 
WCI was the establishment of a local WCI Group and the provision of iHCPs 
to facilitate discharges from named acute hospitals during the winter, using 
funding from the SDU. The WCI group comprised representatives from acute 
and community services, whose aim was to integrate these services to 
improve discharges.  In 2011 the WCI also used discreet funding to provide 
additional iHCPs to facilitate further discharges and a protocol was 
established locally to facilitate this.  As a result the number of delayed 
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discharges was reduced.  In 2012 the iHCP Protocol was also augmented by 
SDU funding to provide additional iHCPs during the winter period.  Ongoing 
home support requirements of patients discharged in this category reverted to 
mainstream home support funding thereafter, using the original protocol 
(Appendix 1).  From 2013 no additional funding augmented the WCI but the 
iHCP Protocol continued to be utilised and funded from mainstream funding.   
 
Initially a public health nurse (PHN) from the local HSE Community 
Intervention Team (CIT) managed the provision of iHCPs to facilitate 
discharges.  Since February 2012 the governance of CIT no longer falls under 
the HSE.  Therefore a PHN from the local Primary Community Care (PCC) 
Services was appointed as the liaison nurse on a part time basis to manage 
iHCP referrals from four acute hospitals.  She assesses patients whilst in 
hospital and when appropriate arranges an iHCP to support discharge, 
circulating all relevant discharge documentation. 
 
An iHCP is provided according to assessed needs to facilitate safe discharge 
home.  An older person’s assessed needs in hospital may vary significantly 
from their assessed needs at home.  Therefore the transitional support of an 
iHCP may be used to re-orientate patients to their home environment on a 
once-off basis or provide interim support to patients who may require ongoing 
support in the future in order to remain at home.  Patients referred for an iHCP 
may be new to the HSS Office, which manages all forms of home support 
locally; may have been known and require the same level of services prior to 
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admission or may have increased care needs on discharge but actual needs 
cannot be fully assessed whilst in hospital. 
 
1.3 Current Context 
 
A key element of the local HSS 2013 Service Plan was to streamline the 
approval process for the provision of home help services across community 
and acute settings, using protocols which support effective and appropriate 
provision of home support within available resources. Therefore the HSS 
issued sector based allocations of home support hours, where sectors are 
defined areas for the provision of care and each local area comprises a 
number of sectors.  These allocations are managed locally by each home help 
co-ordinator (HHC) in liaison with the PHNs who prescribes the service.  Each 
sector manages a weekly allocation of home support hours comprising core 
hours to meet home support needs of patients in the community and a 
dedicated allocation of hours to facilitate acute discharges to home, activated 
by a referral using the iHCP Protocol.   
 
1.4 Rationale for Selecting the Project  
 
This project was chosen to deal with operational issues encountered relating 
to discharges which were supported by iHCPs, the provision of which was 
underpinned by the iHCP Protocol.  These included: inadequate resourcing of 
the protocol, with the result that many patients were not seen in the week of 
referral; confusion over the steps, and roles and responsibility of the protocol; 
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lack of clarity over referrals; lack of notice of discharge; issues regarding 
timely dissemination of iHCP discharge information; issues managing the 
protocol when the liaison nurse is on leave, which can delay patients’ 
discharge or enable discharge to inappropriate facilities.  These issues were 
raised by stakeholders at local WCI Group meetings.   It was essential to 
resolve these issues to maximise the use of available resources in hospital 
and community settings and to ensure patients returned home safely as soon 
as possible.  The project was also selected as it had a discreet scope, with 
sufficient complexity to challenge the author.  
 
1.5 Aim of the Project 
 
To implement an improved protocol to facilitate older persons to be 
discharged home safely from four acute sites using up to 10 hours iHS. 
 
1.6  Project Objectives  
 
The project objectives were to:- 
1. Revise the steps in the iHCP Protocol and implement an improved protocol 
by 31st January 2014.    
 
2. Establish and implement clear referral criteria by 31st January 2014. 
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3. Develop and introduce a common assessment form suitable for relevant 
stakeholders by 31st January 2014.   
 
4. Improve communication between stakeholders, to include a new way of 
disseminating discharge information by 31st March 2014.   
 
5. Develop and introduce a patient information sheet to inform patients about 
iHS, to ensure their expectations of further home support are managed, by 
31st January 2014. 
 
6. Analyse the expenditure, patient numbers and local allocation of hours for 
iHCP, since its inception, by 31st January 2014, and identify any trends 
over time or at certain times of the year which may influence budgetary or 
hour’s allocations, and thus have a bearing on the protocol. 
 
7. Devise and trial a sub-protocol to manage the protocol when the liaison 
nurse is on leave by 14th April 2014.  
 
1.7 Role of the Student in the Process 
 
The student’s role, agreed by the project sponsor, was to lead the project to:  
 achieve its aim and objectives;  
 confirm deviations in practice from the current protocol and to identify 
gaps, issues and areas of good practice with a cross section of 
stakeholders, prior to any redesign of the protocol;  
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 identify trends in expenditure, numbers of patients and number of hours 
allocated to the iHCP Protocol since its inception; 
 lead the redesign of the new protocol through a sub-group established for 
that purpose using relevant information identified in the literature;  
 implement the change using face to face meetings with key stakeholders 
(including home support managers (HSMs), discharge coordinators 
(DCOs), the liaison nurse, assistant directors of PHN and directors of 
PHN); 
 further disseminate the protocol through the PHN and HHC line 
management structure by e-mail; 
 evaluate the implementation after 6 weeks; and 
 complete an associated analysis to identify any trends in patient outcomes 
at set intervals following provision of iHS.  
 
1.8  Project Paradigms 
 
A paradigm is a set of beliefs that guides the researcher’s approach to the 
inquiry (Crooks & Davis, 2004).  As evidenced later in the literature, the 
paradigm that’s associated with this project is that older persons prefer to live 
at home.  Therefore it is essential the protocol operates effectively to facilitate 
their discharge home safely as soon as is practicable.   
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1.9  Conclusion 
 
The local iHCP Protocol was established in 2010 and has evolved over time.  
As operational issues relating to the protocol continued to be raised at WCI 
Group meetings, there was sound rationale to establish this project to 
implement an improved protocol to facilitate the change process.  The next 
chapter sets out evidence gleaned from the available literature in terms of the 
current context of the project.  It identifies solutions to aid discharge and 
supports the idea of providing iHS to facilitate discharge.  It also discusses 
comparable models, before concluding. 
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Chapter Two Literature Review 
 
2.1 Introduction  
 
This project aims to implement an improved protocol to facilitate older persons 
who meet certain criteria to be discharged home safely from four acute sites 
using up to 10 hours iHS.  This chapter analyses the available literature 
relating to discharges from acute hospitals through to the provision of home 
support to inform decision making relating to the revision and implementation 
of a revised local protocol.   
 
The chapter initially describes the search strategy using key search themes 
comprising older persons, acute hospitals, discharge planning, delayed 
discharges, community services, home support and integration.  The relevant 
findings from the literature review are documented under a number of section 
headings.  These headings include context (background, independence and 
transitioning from hospital to home), solutions to effective discharge including 
the use of home support as a mechanism to assist with discharge.  
Comparable models using a key community hospital link person were 
identified and used as comparators for the local protocol, followed by 
conclusions.   
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2.2 Search Strategy 
 
To identify relevant literature, a systematic search was conducted between 
28th December 2013 and 17th February 2014 using MyAthens account of the 
following online databases, including JAMA, EBSCO host which included 
CINAHL and Medline, Pubmed, Embase, Emerald, Wiley Online and 
Cochrane.  The key words used to search were older persons, acute 
hospitals, discharge planning, delayed discharges, community services, home 
support and integration.  The search was also repeated in the online journals, 
the British Medical Journal and Age and Aging.  The search was limited to 
articles from 2000 to date.  Due to the paucity of information the search 
engine, Google Scholar was also searched using the same search criteria to 
identify relevant articles.   
 
Potential documents were reviewed on screen.  Documents that were 
identified as potentially relevant were printed and analysed for suitability.  
Following this analysis 55 articles were included for the purpose of this review.  
The literature review findings were collated using a themed grid in Excel 
whereby each column was devoted to a theme and each row was devoted to 
a relevant article.  Relevant themes identified in each article were summarised 
and catalogued. Findings are outlined below and will be used to support the 
change concept. 
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2.3 Context 
 
2.3.1 Background 
 
By 2050 the proportion of the world’s population over sixty will double from 11 
to 22% (Crocker et al., 2013).  By 2030 those aged over 65 requiring support 
for activities of daily living (ADL) will double, increasing the requirement for 
home support services (Ham, Dixon, & Brooke, 2012).  Older persons identify 
mobility as critical to their independence, with many unable to perform ADL.  
The UK’s population is rising, and with half the hospital beds of other 
European countries, pressure is increasing on beds (Mulley, 2001).  The 
“demand for acute beds has increased due to the rising older population and 
chronic disease burden” (Wong et al., 2011).  In Ireland according to the 
Central Statistics Office (CSO) the population has risen from 3,917,203 in 
2002, to 4,239,848 in 2006 and to 4,588,252 in 2010 (CSO, 2002; CSO, 2006; 
CSO. 2010).   
 
Acute hospitals are not equipped to deal with older persons with complex 
needs, though they comprise the majority of acute hospital admissions 
(Hawkes, 2012).  The length of stay (LOS) in acute hospitals is increasing due 
to the increasing numbers of older persons (Adamiak, 2011; Hawkes, 2012).  
They are more likely to be ignored, treated inappropriately and experience 
poor quality care due to the pressure on beds (Hawkes, 2012; Lewis, 2001).  
In the UK, US, Israel, Norway and New Zealand decreasing numbers of acute 
beds has increased patient turnover, leading to the concept of the ‘delayed 
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discharge’ (Vetter, 2003), increasing pressure to manage the demand for 
beds (Steiner, 2001).   
 
Older persons are often treated within the wrong level of healthcare, 
particularly acute care (Swanson, 2013).  This can be due to insufficient 
capacity in the community, causing older persons to remain in hospital longer, 
delaying others in need of acute care (Manderson, Mcmurray, Piraino, & 
Stolee, 2011).  At least 25% of patients should be cared for at home and 
resources should be moved to the community to promote self-care at home 
and shorter hospital stays (Ham, et al., 2012; Torjesen, 2011).  According to 
the CSO as outlined previously (p. 19), the population of older persons living 
in Ireland is rising, so there are greater demands on local acute services with 
the associated difficulties relating to the acute discharge process.   
 
2.3.2 Independence 
 
Trends show that maintaining people at home is an important social care goal 
globally, preventing premature institutionalisation (Ashton, 2001; Steiner, 
2001).  Concerns were raised that decisions regarding long term care (LTC) 
were being made during times of health crisis without exploring other options, 
including home support (Kroemer, Bloor, & Fiebig, 2004).  Despite declining 
health, older persons share a common desire to remain at homes (Dye, 
Willoughby, & Battisto, 2011).  Even those with life threatening illnesses 
maintain high levels of wellbeing once they keep active at home with support, 
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often adapting their home environment to remain independent (Kendig & 
Duckett, 2006).   
 
One in five older persons requires assistance with ADL to remain 
independent, with ongoing conflict in healthcare between rising care needs 
and fiscal restraint (Kendig and Duckett, 2006).  Patients whose needs fall 
between the boundaries of care are often left with inadequate home support 
while providers argue about service provision (Brown, Tucker, & Domokos, 
2003).  In the UK the lack of home support services for older persons leads to 
admissions and delayed discharges (Limb, 2012, p. 1).   The local protocol 
facilitates older persons to be discharged to independent living using iHS, and 
to enable them to make critical decisions about future living arrangements 
from their home. This is important as patients are often confused immediately 
following transitions from hospital to home (Ornstein et al., 2011).   
 
2.4 Transitioning Home  
 
When any phase of discharge fails, poor or delayed discharge follows (Yam et 
al., 2012).  During their acute stay older persons may experience worsened 
functional impairment, often improving at a slower rate than the illness that 
caused the acute episode, leading to delayed discharge or to readmission 
(Scott 2010; Vetter 2003; Wong et al., 2011).  Swanson (2013) defines a 
delayed discharge as a patient remaining in hospital who no longer requires 
acute care, preventing others receiving services.  Sometimes patients aren’t 
discharged as carer’s are concerned about their safety at home (Jacobs, 
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Baird, Parsons, & Sheridan, 2011).  Difficulty coordinating care and organising 
support within funding constraints also leads to delays (Kodner & Kyriacou, 
2000).  Funding systems tend to discourage cross setting integration 
(Kyriacou & Vladeck, 2011).  The revised local protocol will mitigate the 
causes of poor or delayed discharge and provide iHS to assist timely 
discharge to alleviate pressure on acute beds. 
 
Discharge complications arise when care provision occurs across dividing or 
“fault lines” requiring collaboration among different groups (Johnson, Wistow, 
Schulz, & Hardy, 2003; Mur-Veeman, Hardy, Steenbergen, & Wistow, 2003, 
p. 233).  Transition points, which are difficult to manage, are points of 
destabilisation in an older person’s life.  This project focuses on facilitating 
safe complex discharge transitions of older persons home.  Davis, Devoe, 
Kansagara, Nicolaidis, and Englander (2012) noted that when transitions were 
unsystematic and unstandardised, with fragmented communication across 
settings, poor outcomes were achieved.   Support at these points re-stabilises 
patients.  Factors surrounding care transitions include independence, the 
importance of home, accessing information and availability of services (Cheek 
et al., 2005).    
 
According to Grimmer, Moss, & Falco (2004), a number of key factors 
facilitate a successful transition home.  These include: integration between 
hospital and community services; careful planning to ensure older persons 
return home to independent living, avoiding post discharge isolation and 
uncertainty; adequate assessment; patient participation; available community 
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support services on discharge to assist with ADL; and communication 
between patients, acute and community services which can be supported by 
key roles e.g. liaison nurses (Beech et al., 2013; Bull & Roberts, 2001; Guerin, 
Grimmer, & Kumar, 2013).  The aim of the project is to improve these factors 
to enhance the discharge process. 
 
2.5 Discharge Policies 
 
According to Guerin et al., (2013) most policies focus on individual discharge 
plans which aim to reduce acute costs, by shifting care to community services.  
As older persons experience uncertainty waiting for key elements of discharge 
including information and placement, strategies to manage this uncertainly 
must be implemented to improve their experience (Cressman, 2011).  For 
discharges to be effective, community services must be involved in the 
discharge process (Guerin et al., 2013).  Hospital policy should support 
notification of social care regarding the detailed requirement for home support, 
including good communication of the expected discharge date and community 
care should confirm its ability to accept patients home within strict time frames 
(Swanson, 2013).   
 
The US, Australia and Canada, have long histories for introducing policies to 
support older persons to maintain their health and independence (Ashton, 
2001).  Australia’s rising elderly population led to a policy supporting patient’s 
preferences for care at home and funding was increased to support this, 
avoiding premature residential care (Cheek et al., 2005; Kroemer, et al., 
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2004).  Scottish strategy provides services as close to home as possible, 
focusing on integration to prevent unnecessary acute hospital admissions and 
Northern Ireland has tight discharge targets supported by elements of home 
support (Ham, Heenan, Longley, & Steel, 2013).  The 2012 UK’s White Paper, 
Caring for our Future: Reforming Care and Support, aims to help people to 
remain independent at home for as long as possible through the provision of 
home support (Tinker, Ginn, & Ribe, 2013, p. 7), which is similar to the Irish 
HCP Scheme policy objectives which includes reducing inappropriate 
admissions of older persons to acute or residential care, reducing pressures 
on emergency departments, and supporting older persons to return home 
through the provision of iHCPs (HSE, 2010).  The aforementioned policy ideas 
support the revision of the local protocol. 
 
2.6 Importance of Integration 
 
Cooper (2011) defines integration as the combination of a system’s parts into 
a working whole, enabled through integrative processes.  Some integrative 
processes focus on systems and structure (systematic integration) which 
include rules, guidelines and policies.  Others focus on professional behaviour 
and teamwork (normative integration), including shared values, common 
goals, good communication and coordinated working enabling trust and 
collaboration (Cooper, 2011).  The local WCI group meetings provide an 
integrated forum supporting discussions relating to discharge issues and 
issues arising regarding iHCPs. 
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Leutz (as cited in Kyriacou, & Vladeck, 2011, p. 14; Kodner & Kyriacou, 2000, 
para. 2), described three different types of integrated care models, the least of 
which provides care within its respective settings (community or acute).  The 
second model comprising coordination focuses on developing and 
implementing defined ways to alleviate confusion, poor communication, 
fragmentation and discontinuity between systems.  Finally full integration is 
the overhaul and consolidation of all responsibilities (Kyriacou, & Vladeck, 
2011; Kodner & Kyriacou, 2000).  The aim of the project is to achieve 
complete integration in terms of iHS. 
 
Integration “across the continuum of care has been proposed as a solution to 
fragmentation” (Manderson et al., 2011, p. 114).  Establishing cross pillar 
relationships aids transitions across healthcare settings, improves integration 
and reduces readmissions (Gray et al., 2005).  Complete integration is a 
system of needs assessment, analysing the demand for service provision to 
promote alignment and collaboration between the cure and care sectors 
(Rosen & Ham, 2008).  The literature emphasises the importance of working 
together across settings to improve patient outcomes but funding systems 
tend to discourage integration, where time and resources can cause delays 
(Yam et al., 2012; Kyriacou, & Vladeck, 2011; Wong et al., 2011).  
 
Differences in hospital management and community managements’ styles, 
and those of the professions can affect collaboration, affecting trust and stable 
working relations.  A study suggested the importance of education regarding 
hospital and community roles, with a single management entity directing clear 
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goals, and emphasising the importance of joint management commitment to 
meeting goals (Popejoy, Galambos, Moylan, & Madsen, 2012).  To enable 
teams to work in an integrated way collaboratively towards common goals, a 
focus will be on establishing work groups as a way of engaging professionals 
to develop structures and processes (Feachem & Sekhri, 2005) e.g. the local 
WCI Group comprising acute and community representatives’ is the steering 
group to promote acute hospital discharge.  
 
2.7 Systems to Improve Discharge 
 
Streamlining disjointed systems; integrating care and coordination; and 
eliminating duplication, improves discharge transitions (Kodner & Kyriacou, 
2000).  Simple cross sector linkages effectively integrates acute and 
community services; and sites that develop interventions that fit within existing 
structures work best (Kyriacou & Vladeck, 2011).  A structured, co-ordinated 
system of collaboration between patients, acute care and community services 
is required to aid smooth discharge, achievable through a framework of good 
communications (standard tools), timely notification to community services of 
requirements, post discharge service availability and assurance of service 
provision (Yam et al., 2012).   
 
Poor communication of pre-admission support services or expected discharge 
dates between hospitals and community services, leads to poor discharge 
(Scott, 2010).  Beech et al., (2013) said patients underwent multiple 
assessments due to poor communication.  Baumann et al. (2007) purported 
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that nurses are often confused about discharge notification protocols leading 
to poor information and late communication as roles and responsibilities of 
those involved in the discharge process aren’t clear.   
Improved communication between community and inpatient services provides 
for accurate and timely transfer of critical patient information (Ornstein et al., 
2011).   The World Health Organisation suggested ways to link levels of care 
by ensuring common terminology and singular definitions, otherwise 
communication is complicated (Cooper, 2011).  Davis et al., (2012) and 
Jacobs et al. (2011) suggest using standard pre-discharge checklists, 
templates for discharge summaries and targeted communications across the 
care divide (supported by training) to improve standardisation and 
accountability across teams.   Discharge planning and post-discharge home 
support can reduce unplanned readmission and influence LOS, bridging the 
gap between hospital and home (Andrews, Manthorpe, & Watson, 2004, 
Shepperd et al., 2013).   
 
Assessment was identified as a key factor influencing options and outcomes 
for older persons undergoing a care transition when support packages are 
available post discharge (Cheek et al., 2005).  Johnson et al., (2003) suggest 
patients, with complex care needs, should be assigned a care manager and 
receive an assessment before discharge.  Perceptions of readiness for 
discharge should be considered during assessment as they reflect the 
patient's reality and may be significant to discharge preparation and 
arrangements for support (Coffey & McCarthy, 2013).   
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Wong et al., (2011) says performance around discharges must be measured 
using a framework to identify differing patient needs and appropriate post 
discharge services based on availability.  “We want to standardise (discharge 
planning) protocols so everyone knows when to perform…even patients” 
(Wong et al., 2011, p. 6).  Patterson and Mulley (as cited in Vetter, 2003, p. 
928), carried out a review of randomised trials regarding the effectiveness of 
supported discharge which showed that a greater number of elderly were still 
at home after six months following admission but there was no good data 
regarding functionality (Vetter, 2003).  Following a review of local patient 
outcomes, the data outlined in this article supports these findings (Appendix 
2).  Incentives to support continuity of care through acute and community 
collaboration should be created as there are insufficient penalties for not 
facilitating discharge or for enabling inappropriate discharge (Swanson, 2013).   
 
2.8 Roles to Assist Discharge 
 
Discharge coordinators support ward nurses by discharge planning and 
identifying patients who need post discharge social or continuing care 
(Baumann et al., 2007; Bryan, 2010).  Cheek et al. (2005) suggest using case 
managers as a contact point to access services, enabling improved cross 
setting communication and service provision.  In an integrated care system, 
care facilitators’ link and coordinate services to deliver a continuum of care 
through acute and community health sectors, reducing utilisation of acute 
facilities by linking patients with necessary community supports through 
effective communication and exchange of relevant information (Bird, 
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Kurowski, Dickman, & Kronborg, 2007).  Manderson et al. (2011) discuss how 
comprehensive care planning, navigator roles to reduce barriers to care by 
facilitating smoother transitions and information flow, reduce LOS.  The roles 
and responsibilities of the local liaison nurse who facilitates discharges using 
iHS were considered during the revision.   
 
2.9 Home Support 
 
Doctors often acquiesce to older patients, allowing them home even through 
they know the discharge is likely to fail (Diggory, 2014).  A key intervention to 
avoid readmission includes assigning a clinical nurse manager to carry-out 
post discharge home visits (Naylor et al., 2012), provide support services and 
provide systems to transfer clinical information (Scott, 2010).  A liaison nurse 
organises iHS locally to safely discharge patients home pending 
reassessment in the community.   
 
In Europe there’s a shift from providing care in residential settings to home, 
using home support to promote autonomy and independence (Tinker et al., 
2013).  This shift is also evident in New Zealand but there’s very little data 
about discharge outcomes for elderly patients (Ham et al., 2013).  The vision 
for the future includes “the home as the hub of care”, enabling patients to take 
responsibility for their own health with support from carers (Ham et al., 2012, 
p. 31).  There is a need for hospital avoidance and supported discharges, 
using home based support services (Jacobs et al., 2011) as the longer 
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patients spend in hospital the greater the risk that they will become depressed 
and institutionalised (Diggory, 2010).  
 
Discharged patients should be trialled at home with support for a set time, 
pending further assessment for future support requirements, enabling staff to 
ensure discharge home is at least safe in the short term (Mountain & Pighills, 
2003).  Getting additional help can lead to increased independence so 
services should be person centred and flexible to suit the patient (Cheek et 
al., 2005).  The need for defined care packages is usually protocol driven 
often lacking the flexibility required by patients with complex needs (Watt, 
2013).  Therefore home support packages should only be provided (for an 
approved time period) following assessment resulting in a comprehensive 
care plan, maximising independence and integrated with mainstream services 
to enable older persons to resume living at home (Bryan, 2010).   
 
Community care packages have substituted for low care residential services 
meeting needs in a more preferable way, saving the cost of LTC (Kendig & 
Duckett, 2006).  Research regarding these costs suggests that home and 
community based support is a more efficient and effective use of resources in 
the long term (Wong, 2010).  Cloutier-Fisher (2000) suggests since 1993 
there’s been a steady decline in numbers receiving home care despite an 
increase in those receiving short term intensive support as this reduces the 
need for expensive LTC, and reduces readmissions. The demand for home 
care services is increasing but there’s a paucity of studies associated with 
performance evaluation of same (Polisena, Laporte, Coyte, & Croxford, 2010). 
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2.10 Comparable Models 
 
Kroemer et al. (2004) described a successful project, managed by a steering 
group of key stakeholders, to reduce LOS and restore function.  It comprised 
a framework of five levels of intervention with acute care, one of which 
included the provision of hospital organised iHS following discharge, for a set 
period.  Patients were triaged in hospital, assessed by the provider and again 
in the community with the majority of patients receiving both personal and 
domestic support (Kroemer et al., 2004).  This is comparable to the local 
protocol. 
 
Gurein et al. (2013) describe four models where community and hospital 
services work together across the hospital community interface, two of which 
are relevant to this project.  In the first model, called the virtual interface 
model, community services implemented the hospital’s discharge plan, which 
is the way the majority of simple discharges are managed locally.  The second 
was the out-reach interface model where following early discharge the 
community supports the older adult” in functional and health-related tasks 
which were beyond the scope of hospital staff” (p. 14).  It allowed people who 
would otherwise be in hospital, to be cared for at home, with care provided by 
the hospital and support by the community (Corrado, 2001).  In the third 
model an independent nurse worked across the interface providing services in 
both the hospital and community settings focusing largely on meeting older 
persons medical needs.  The fourth model, known as the in-reach model, is 
where dedicated community staff worked within the hospital to facilitate older 
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persons to transition home with the support of community services which is 
comparable to the local protocol.   
 
The comparable models essentially facilitate discharges home of older 
persons with more complicated discharge needs, providing services across 
the interface, which are complex to arrange.  According to Guerin et al. (2013) 
the governance, funding, assessment and eligibility for community services 
are all key determinants of the success of the models but failed to report how 
these models impact on community services.  The number of appropriate 
referrals where community services could meet the needs of older persons, 
the ability to mobilise services prior to discharge and the number and types of 
required alterations to hospital discharge plans and their implications on 
community services weren’t outlined.  Models that manage the 
implementation of discharge plans, not just the planning, showed more 
positive outcomes (Richards & Coast, 2003).   The fourth model which 
managed both the planning and implementation supported the revision of the 
local protocol. 
 
2.11 Conclusion 
 
Globally the mean age of the population is increasing, with older persons 
making up the largest number of admissions to acute services.  Acute 
services are poor at dealing with older complex patients with care often 
provided at the wrong level, despite their preference for independent living.  
There are often common problems with older persons’ discharge which is 
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mirrored across the world.   Improved liaison with community services reduces 
the number of inappropriate delays but few studies examined inappropriately 
discharged patients (Vetter, 2003).  Solutions to poor discharge and to assist 
transitioning to home include improving integrated care systems; adequately 
resourcing community care; and clarifying roles and processes to mitigate 
risks of readmission.  The solutions were used to support the revision of the 
local protocol.  Evaluation of discharge and patient outcomes following the 
provision of home support are poor as they are not replicable or validated 
(Vetter, 2003).  Two similar models were identified to act as comparators to 
assist the revision of the local protocol.  
 
The next chapter examines how the local protocol was revised to improve the 
discharge process, and to mitigate the issues raised at WCI meetings, 
informed by the information outlined in this chapter. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 26 
Chapter 3 Methodology and Methods 
 
3.1 Introduction  
 
The chapter commences with a definition of organisation development (OD) 
and demonstrates how the project fits within the parameters of that definition.  
The rationale for choosing the change model as the framework for achieving 
the aim and objectives is discussed, followed by a review of the actions 
undertaken to complete the project using key model headings as a guide.  
The project’s assumptions are outlined, before concluding.      
 
3.2 Organisational Development (OD) 
 
Cummings and Worley (1997) define OD as a “system-wide application of 
behavioural science knowledge to the planned development and 
reinforcement of organisational strategies, structures, and processes for 
improving an organisation’s effectiveness” (p. 2).  For the purposes of this 
project system-wide and organisation refer to local PCC and acute services.  
Behavioural science knowledge includes concepts such as leadership; group 
dynamics; work design; and strategy, and acknowledges the individual’s 
influence over an organisation’s destiny.  The definition encompasses 
reinforcement of the change process beyond implementation, which is 
relevant to this project as communication regarding the change is ongoing, 
though no longer within the scope of the thesis.   
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The aim of the project, to implement an improved protocol to facilitate older 
persons to be discharged home safely from four acute sites using up to 10 
hours his, meets the parameters of the above definition of OD.  It aims to 
achieve changes in structure and processes by achieving the objectives, 
where structure refers to how groups of people perform tasks, and process 
refers to the methods of communicating and problem solving.    The project in 
time hopes to maximise implementation and achieve strategic change by 
influencing attitudes and culture towards discharge (outside the scope of the 
project).   
 
3.3 Rationale for Choosing the Change Model  
 
According to Handy (1993) differences are essential to change and without 
the urge to compete, everything would be in a state of complacency.  He 
explained that all systems are in a continuous state of flux and it is better to 
channel these differences into positive actions, “remembering that one can 
grow better, without having to grow bigger” (p. 313), mirroring the sentiment of 
the project.  Different change models were considered to achieve the project’s 
objectives.    
 
Lewin’s Model, comprising three stages of unfreezing, transitioning, and 
refreezing, provided the basis for modern change theory, (Lewin, 1951). The 
emphasis on transitioning illustrated the dynamic nature of the change and 
refreezing illustrated the need to reinforce the change.  This formed the basis 
for later models.  
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Other stepped models were also considered.  Kanter et al. (1992) devised 10 
change commandments to drive, plan and implement change; Minzberg 
(1978) showed how intended strategies led to realised changes emphasising 
the importance of planning; and Kotter’s eight step model used key concepts 
seen in later models to define the steps, which included developing a clear 
shared vision (Kotter, 2001).  However, these traditional linear stepped 
models are viewed as distinct processes that don’t sufficiently demonstrate 
the necessary interaction required between steps, seen in their modern 
counterparts and presume that progression is inevitable.  In reality interaction 
or movement between the steps probably occurred but wasn’t illustrated, so 
the complexity of change isn’t apparent.  Most modern change models are 
cyclical illustrating the ongoing nature of the change cycle and the need for 
further reinforcement, mainstreaming and evaluation.   
 
The Senior and Swailes’ Model is a modern cyclical OD model comprising 
many beneficial features, including a focus on achieving short term wins to 
build positive momentum; responsibility charting, assigning clear roles and 
responsibilities; data gathering during the diagnosis stage to ascertain various 
perspectives and to ensure understanding; and the use of a change agent 
(Senior & Swailes, 2010).  This model provided a suite of tools to support the 
change.  Although similar to the chosen model, the required interaction 
between the earlier stages of diagnosis and developing a vision weren’t 
demonstrated.  Nor was the actual detail or language of the stages familiar.   
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3.4 The HSE Change Model 
 
The HSE Change Model was chosen as the framework for achieving the aim 
and objectives of the OD project, as it provided the required interaction 
between stages whilst supporting OD as set out by Cummings and Worley 
(1997).  The HSE’s vision of easy access, public confidence and staff pride, 
underpins the HSE Change Model (HSE, 2008).   
 
According to the HSE (2008) the model is a dynamic, interactive, cyclical 
process adopted for OD, which purports that if you spend enough time and 
energy initially, dividends will be achieved in the end.  It was easy to follow.  It 
used more familiar language employed routinely in the HSE e.g. 
mainstreaming.  It was developed based on the four stages of project 
management i.e. planning, organising, implementing and mainstreaming 
where each is made up of sub-stages. The model allows for the complexity of 
change, facilitating the interrelated nature of the stages, and demonstrating  
the complex interaction that occur throughout the process allowing doubling 
back as required during any stage to renegotiate or revisit a stage.  It 
facilitates different stages and steps occurring simultaneously as required, 
reflecting the reality of complex change projects.   
 
Even though it is process driven, it concentrates on structures, people, and 
the human side of culture and politics, which require attention to achieve 
successful outcomes.  This is particularly relevant in this project as the 
stakeholders come from different pillars and departments and fall under 
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different governance structures.  This model provides a number of valuable 
tools which were utilised to ensure key organisational and stakeholder 
information, and perspectives were identified to inform subsequent stages 
(HSE, 2008).   
 
Figure 1: The HSE Change Model 
 
 
3.4.1 Initiation  
 
Motwani, Frahm, & Kathawala (1994) purport the first step in any quality 
improvement process is the realisation and acknowledgement that something 
is wrong and that culture and systems need to change in order that 
improvements can occur.  At the initiation stage detailed preparatory work is 
completed by identifying key stakeholders, drivers and resistors, to help 
manage organisational politics.  An initial assessment of the impact is 
performed and finally the objectives, outcomes and the business case are 
outlined.  The template to Plan to Lead by Example was completed as a basis 
for the project plan (Appendix 3).   
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Change, to a large extent, is about managing people, which are 
simultaneously essential to but are also the greatest obstacle (Smith, 2005).  
A Stakeholder Analysis (Appendix 4) was completed to identify all stakeholder 
groups, key influencers in terms of the project’s success and possible 
resistors to change e.g. the DCO might have resisted in view that as they 
weren’t included in the protocol review subgroup.   
 
A Power Interest Matrix (Appendix 5) and an Organisational Politics 
Questionnaire (Appendix 6) were completed to identify the overlap between 
power and interest of those stakeholders, to identify stakeholders in the ‘high 
interest’ categories and to ascertain how that power could influence the 
project outcomes.  This information enabled specific actions and 
communications to be tailored for each stakeholder group, particularly high-
interest stakeholders and key influencers.  Representatives from each 
stakeholder group were deliberately included in informal meetings to support 
decision making; in data gathering exercises; in the protocol review subgroup; 
and in the evaluation process, to ensure realistic feedback and buy-in.   
 
According to Walters and Lancaster (2000) organisations view differently their 
inter-connected relationships between systems, people, processes and the 
prioritisation of change and without understanding how key processes are 
inter-connected, change management will be reactive, localised and 
fragmented.  In conjunction with a review of the current literature in relation to 
the research topic, there was a need to establish and confirm the validity of 
the operational issues raised during a number of local WCI Group meetings, 
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as too often the HSE relies on anecdotal evidence to support change.  Validity 
refers to the question of whether or not a measure “really reflects the concept 
that it is supposed to be denoting” (Bryman & Bell, 2007, p. 41).   
 
Learning begins when people question information, ideas or practices 
(Merriam & Brockett, 1997).  Therefore, a series of 22 interviews were carried-
out with key stakeholders and a cross section of representatives from other 
stakeholder groups.  Questions were devised based on the operational 
issues.  The original iHCP Protocol was used as the basis for comparison to 
establish the actual current situation; to identify any deviations from and 
issues in relation to the documented protocol; and to identify any potential 
solutions.   
 
Semi-structured interviews were used comprising a list of closed questions 
and open high level question topics, avoiding the confinement of an exact 
script (Appendix 7).  This interview type allows leeway for discussion (Bryman 
& Bell, 2007) and ensured understanding.  The interview process focused on 
what worked well and tried to determine what could be better.  This facilitated 
a sense of positivity and promoted a solution focused environment.   
 
The information was validated by typing each interview, issuing a soft copy to 
each interviewee and receiving confirmation of the content (Bryman & Bell 
2007).  The information was collated in an Excel grid under the questions 
posed and subsequently resorted using eight headings comprising criteria, 
protocol, roles, resources, forms, communication and other.  The information 
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was then further analysed by applying weightings for each time an item was 
mentioned (Appendix 7a and Appendix 7b, a summary of the data).  The 
semi-structured interviews confirmed the current process and highlighted the 
same operational issues with discharge as previously raised at WCI Group 
meetings, which were also identified during the literature review.   
 
The Activities for Change Template helped identify key actions for the 
project’s implementation plan (Appendix 8).  The PEST Framework tool 
identified political, economic, socio-cultural and technical drivers, which were 
critical to achieving the aim of the project (Senior & Swailes, 2008) (Appendix 
9).  The drivers identified were similar to those identified during the literature 
review e.g. achieving a shorter LOS and helped frame potential benefits 
 
The information ascertained through the semi-structured interviews, informal 
meetings regarding the protocol, and from the analysis of data from the HSE 
Change Model tools, was used to complete the organisation’s readiness and 
capacity for change analysis template.  When the analysis was complete it 
provided information on the organisation’s energy, motivation, support and 
organisational commitment and confirmed the need and readiness for change 
(Appendix 10).   
 
According to Crozier and Friedberg (1980) resistance to change is a 
reasonable and legitimate expression of the risks that the change entails for 
participants.  There are three types of resistance including resistance to 
change itself; to the change strategy; or to the change agent.  The type of 
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change determines if a top-down and directive or bottom-up and participative 
approach is appropriate.  In this case a participative approach to resistance 
was appropriate.  To overcome resistance, key stakeholders were included in 
interviews, meetings and evaluation to give them a voice and to ensure their 
perspective was considered.  
 
In addition to the chosen model, a Force Field Analysis was conducted to 
understand the internal and external dynamics at work prior to the change.  
According to Schwering (2003), this analysis is a problem solving technique, 
devised by Lewin, where a force is anything that causes change resulting in 
the status quo (Lewin, 1951).    Ten driving and five resisting forces were 
identified (Appendix 11).  Dialogue with stakeholders during the analysis was 
useful to support understanding, conflict management, planning and 
implementation (Nambisan, Agarwal, & Tanniru, 1999; Rowden, 2001; and 
Schwering, 2003).  Outcomes of the analysis identified the issues and helped 
form a basis for planning (including communication) (Schwering, 2003; 
Wheeler, 1998).   
 
A SWOT Analysis of the original iHCP Protocol was completed.  The analysis 
of the strengths, weaknesses, opportunities and threats didn’t identify any new 
findings but proved to be a useful summary of other analyses and meetings.  
It clearly identified areas for improvement and highlighted areas of shared 
concern (Appendix 12).   
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Following the semi-structured interviews, and prior to the next scheduled 
meeting of the WCI Group the project sponsor agreed to establish a subgroup 
during the following WCI Group meeting to help drive the change, of which the 
author would be a member, comprising key stakeholders to examine and 
revise the protocol.  According to Revans (1971) when a project team 
comprises members at a senior level, it enables the use of power to achieve 
project outcomes, making the team a powerful instrument e.g. the sub-group 
revising the protocol comprised largely of service managers who are solution 
focused pragmatic problem solvers.  The sub-group was established as 
planned.  The data from the semi-structured interviews outlined several key 
drivers for change and provided an evidential base to support the revision.  It 
was circulated to sub-group members prior to the subgroup meeting. 
 
Information, regarding expenditure; the number of patients who received an 
iHCP; and the number of hours allocated for iHCP, was identified from the 
iHCP Client Database.  It was collated in an Excel spreadsheet on a month by 
month basis, from the inception of the iHCP to date, to allow for month on 
month and year on year comparison over time.  The information was analysed 
to establish trends and the results were presented to the project sponsor 
(Appendix 2). 
 
3.4.2 Planning  
 
An Organisational and Stakeholder Impact Assessment was completed 
(Appendix 13) and was used to refine both the project objectives and the 
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original plan (Appendix 14, final project plan).  The Communications Prompts 
and Template highlighted the key messages for each stakeholder group 
(Appendix 15).  Informal meetings were held with key subgroup members 
prior to the subgroup meeting to ensure critical outcomes would be achieved 
which helped build commitment to the project and create a shared vision.  In 
order to maintain momentum and to ensure a sense of urgency the subgroup 
meeting date was set directly after the previous WCI meeting.   
 
Following a long discussion, the subgroup revised the protocol, to include 
clear referral criteria and a sub-protocol to manage the protocol when the 
liaison nurse is on leave (Appendix 16).  It clearly outlined roles and 
responsibilities.  The subgroup changed the title from the iHCP Protocol to the 
iHS Protocol as the protocol no longer fell within the scope of national HCP 
guidelines (HSE, 2010).  Therefore the name change was organisationally 
more appropriate.  The acronym iHS, couldn’t now be confused with the 
national intensive home care package (IHCP) (HSE, 2010).   
 
A mechanism to improve dissemination and availability of discharge 
information by scanning information to relevant stakeholders was introduced, 
including the general manager, PHN, assistant director of public health 
nursing (ADPHN), home help coordinator (HHC) and DCO.  Amendments to 
the new protocol were collated and it was circulated to the subgroup for 
validation prior to gaining final approval.  All but one group of the key 
stakeholder groups were involved in the revision i.e. DCOs.  Once the new 
protocol was validated it was submitted to the project sponsor for approval.   
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Following the subgroup meeting, the high level actions to mitigate each issue 
were also included in the semi-structured interview analysis (Appendix 17).   
 
3.4.3 Implementation  
 
Targeted communications across divides and enhanced standardisation of 
processes, using templates, improves communication (Davis et al., 2012).  
The iHS assessment form was revised to include enough information to meet 
all stakeholder information requirements, avoiding duplication of effort by the 
liaison nurse who formerly transcribed completed assessment information to a 
shorter inadequate form (Appendix 18).   
 
The outdated photocopier, prone to breakdown, and the use of the postal 
system were replaced to improve the speed and efficiency of the protocol.  
The necessary ICT upgrade was achieved and a multi-functional device 
(MFD), including scanner was installed, following a short delay.  Therefore the 
dissemination and implementation of the protocol was also delayed.  Instead 
of photocopying, faxing and posting discharge information, the liaison nurse 
now scans the completed revised assessment form to all relevant 
stakeholders.  This ensures they have adequate information about the patient 
in advance of discharge and that the DCO is aware that the referral was 
successful and that iHS has been organised.  A patient information sheet was 
also devised to ensure patient expectations regarding ongoing service levels 
would be managed (Appendix 19).   
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According to the Power Interest Matrix the DCO group have high interest and 
high influence but they weren’t included in the protocol review subgroup.  
Therefore information sessions regarding the revised protocol were 
undertaken with them for induction purposes to ensure buy-in, as successful 
implementation was dependent on all high interested stakeholders co-
operating.  The implementation plan was redrafted to reflect this (Appendix 
14).  It was agreed that the project sponsor would issue the protocol using a 
specific tailor made instructional communication via e-mail to the relevant 
heads of discipline of the stakeholder groups (HSMs, directors of public health 
nursing (DPHNs) and all key stakeholders (DCOs) to lend leadership support.   
 
3.4.4 Mainstreaming  
 
“The purpose of mainstreaming is to focus attention on the success of the 
change effort and to integrate and sustain new ways of working and behaving” 
(HSE, 2008, p. 63).  Following face to face meetings with the DCOs and 
others to further mainstream the new protocol, an additional e-mail reminding 
ADPHNs, DCOs and HHCs of the implementation of the revised protocol was 
issued.  The e-mail included the new assessment form (Appendix 18), the 
patient information sheet (Appendix 19) and their roles and responsibilities 
therein, and requested that they bring the protocol to the attention of their 
staff.   
 
A further set of semi-structured interviews were conducted, to evaluate the 
success of the revised protocol and its implementation (See Appendix 20).  
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Clancy (1989) indicated that initial training must try to overcome resistance to 
change and trust can only be gained if the manager is committed to change 
and is responsive to workers’ concerns.  These semi-structured interviews 
also evaluated compliance, serving as a vehicle for communication, 
embedding and increasing awareness of the revised protocol, and helped to 
overcome resistance.   
 
The second list of interview questions set to evaluate the project, were a 
mixture of closed and open questions.  Closed questions, based on the 
headings used to categorise the operational issues pre-implementation, 
provided quantitative evidence to evaluate compliance and awareness.  The 
closed questions took “the format of a Likert Scale” (Bryman & Bell, 2007, p. 
248).  Open questions evaluated the quality of the outcomes and further 
explored the issues.  The responses were individually documented and 
validated per the previous set of interviews.  
 
Information from the interviews was collated in an Excel grid and sorted under 
both the project objectives and the previous headings comprising criteria, 
protocol, roles, resources, forms, communication and other.  The information 
was further analysed by applying weightings for each time an item was 
mentioned.  This gave both qualitative and quantitative feedback regarding 
the degree to which the objectives were met and whether the issues were 
resolved (Appendix 17).   
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Following collation of the results suggestions were tabled for the agenda at 
the May WCI Group meeting to further improve the protocol, and included a 
review schedule every two years.  As a number of stakeholders were still not 
adhering to the protocol, corrective action was proposed whereby further 
briefing sessions would be held during team meetings to further explain the 
protocol.  Home support services, including iHS continues to be an agenda 
item on the ISA WCI Group meetings, to allow any further operational issues 
to be raised and to facilitate continued engagement in this regard.  The issues 
relating to the inclusion of iHCP statistics in the monthly performance returns 
was discussed and considered at meeting of the project sponsor, the HSMs 
and the author.   
 
3.5 Reflections and Action Learning Set (ALS) Meetings  
 
Roscoe (2002) argued the most effective learning results from dialogue.   The 
ALS meetings supported this concept.  Brookfield (1995) explained that by 
enlivening the learning environment and increasing democratic trust, 
conditions are increased where each person is respected, valued and heard.  
This reflected the atmosphere of the ALS meetings whereby the group 
assisted the author to identify gaps, clarify plans, and consider a variety of 
solutions and actions that would otherwise not have been considered.  
Participants were supported to clarify progress and next steps in the project 
through the objectivity of the others in the group.   
 
 41 
According to Brookfield (1995) critical reflection helps take informed action 
and reflective practice particularly relating to the change project was 
encouraged.  A reflective diary template was completed after each ALS 
meeting to capture the learning associated with the project, suggestions from 
fellow students, further actions etc.  This helped to maintain a continuous 
focus on refining the objectives and their means of evaluation, progress of the 
project and next steps.   
 
Revans (1971) suggested following action, one should concentrate on 
learning from critical reflection.  Reflection was useful as it enabled negative 
and positive aspects of events, as well as the perspectives of others which 
may not have been considered at the time, to be considered, helping to 
maintain a focus on the next steps.  Documenting an event, step by step, 
often helped clarify areas of confusion.  According to Schon (1990) reflection 
about one’s actions and their consequences, leads to understanding how our 
knowing in action may have contributed to unexpected outcomes.  
Unexpectedly it helped identify patterns of behaviour associated with certain 
individuals which were involved in more than one event (see Appendix 21 for 
further discussion). 
 
3.6 Assumptions 
 
Funding for the protocol will continue from within the existing budget and the 
WCI Group will remain in the new HSE PCC structures under the Social Care 
Directorate when they are published. 
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3.7 Conclusion 
 
This is a change management OD project and the HSE Model, comprising 
four stages, was considered to be the most appropriate model to use to 
deliver the project objectives.  A number of steps and tools were used at each 
stage of the model, though this wasn’t essential to successful implementation 
as there was a degree of overlap.  The model informed and ensured the 
inclusion of all stakeholders’ perspectives, highlighting high interest 
stakeholders to enable specific tailored communications and follow-up 
induction to achieve compliance with the new protocol.  The model also 
factored in organisational politics.   
 
The semi-structured interviews prior to implementation gave an opportunity to 
explore operational issues and to identify potential solutions prior to any wider 
meetings, and to ensure buy-in.   There was a delay obtaining ICT to support 
the protocol, which delayed implementation.  Both the protocol and its 
implementation were evaluated using further semi-structured interviews.  The 
evaluation, described in Chapter 4 will outline the degree of success in 
meeting the project objectives by delivering structural and process outcomes 
described earlier and by achieving the HSE vision.   
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Chapter 4 Evaluation 
 
4.1 Introduction 
 
This chapter starts by defining evaluation.  It then describes the organisation’s 
readiness and the capacity for change and the results of the validation 
exercise to ascertain the scope of the issues involved.  The evaluation of the 
protocol and its implementation are discussed next by examining the degree 
to which the objectives were achieved through quantitative and qualitative 
measurements.  Then the project findings are compared against the project 
impact statement carried-out before the implementation in order to evaluate 
whether the project achieved the future predicated state (Appendix 13 and 
22).  Finally the limitations of the evaluation are explained, before concluding. 
 
4.2 Evaluation  
 
According to the HSE (2008) in order to learn from the design and 
implementation of an OD project, it must be evaluated, where evaluation can 
be described as “a systematic and structured process of reviewing an 
experience, determining its worth or value and deciding what needs to be 
changed or further developed” (p. 67).  Evaluation falls under the 
mainstreaming stage of the HSE Change Model underpinning the ethos of 
learning from experience but it has a value at all stages, as it ensures there is 
an ongoing focus on the objectives.   
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According to Shadish (1998) the four stages of evaluation are selecting 
criteria of merit which must be achieved; setting the performance standard; 
gathering performance data; and integrating the results into a final value 
judgement.  The fourth step focuses on the HSE’s readiness for future 
change, ensuring continuous assessment, providing a mechanism to 
feedback future suggestions and highlighting activities to be discontinued that 
no longer add value.  This forum for future feedback in relation to the protocol 
will continue to be WCI Group meetings. 
 
4.3 Readiness and Capacity for Change 
 
The organisation’s readiness and capacity for change was evaluated using 
the template, by assigning high, medium or low scores against key factors.  
Information, from WCI meetings and from the 22 pre-implementation semi-
structured interviews, was used to assign scores (HSE, 2008) (Appendix 10).  
The analysis offered a comprehensive overview of the project to assist 
planning to lead the change.  The results were 13 highs, 7 mediums and 2 
lows indicating the organisation was ready to accept and had capacity for 
change.  Both low marks fell under the capacity heading, prompting attention 
to be focused on communication, and on the available resources to support 
the change which according to Bird et al. (2007) are important to reduce 
reliance on acute care facilities.   
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4.4 Quantitative Validation of the iHS Issues  
 
Pre-implementation of the change, 22 semi-structured interviews were carried 
out with representatives from all stakeholder groups to confirm the nature, 
scope and validity of the operational issues which had been raised at WCI 
Group meetings.  The stakeholder groups comprised DCO, HSM, bed 
managers, HHC, DPHN, ADPHN, liaison nurse and PHN.  The information 
from the semi-structured interviews was analysed under eight headings 
comprising criteria, protocol, roles, resources, forms, communication and 
other, and further analysed by applying weightings each time an item was 
mentioned to ascertain the relevance and importance of the issue to each 
stakeholder group.   
 
The analysis outlined 220 items of good practice, issues and steps in the 
original protocol.  135 of these were key issues, where issues are defined as 
the operational problems identified by interviewees at semi-structured 
interviews.  In addition to the quantitative data, qualitative feedback was also 
recorded including solutions offered to mitigate the issues raised.  These 
solutions formed the basis for the project objectives and action plan.  Table 1 
below summarises the findings (Issues Log). See Appendix 7a and b for the 
full analysis.   
 
No.  Category  of 
Issues  
Issues Issues Issues Issues 
1 Criteria Issues 
with Weighting 
Lack of referral Criteria (22)       
  Solution Define referral criteria       
2 Protocol Issues 
With Weighting 
Some steps are missing from the 
protocol (3) 
No protocol when the liaison nurse is on 
leave (12) 
Is iHCP Protocol a suitable name? (5) Should an iHCP be categorised as a 
HCP? (3) 
  Solution Revise the protocol Devise a sub-protocol for leave Consider an appropriate name  Discuss 
3 Roles Issues 
and Weighting 
Confusion regarding roles and 
responsibilities in relation to the 
protocol, including communication (3) 
Confusion as to whether home helps 
should be used to provide iHCP if 
available (4) 
No cover when HHCs are on leave to 
carryout environmental checks or to 
check availability of home helps, 
therefore private providers are used (3) 
Duplication and confusion regarding 
tasks undertaken by liaison nurse (1) 
  Solution Revise and clarify in the protocol Decide and clarify in the protocol Raise the issue with the HSM Clarify roles and responsibilities  
4 Resource 
Issues and 
Weighting 
Who funds iHCP resources (5) Problem providing HSS in a timely way 
(13) 
Liaison nurse post is under resourced. 
No cover for leave (19) 
 
  Solution Clarify in the protocol Revise the protocol  Consider a business case for cover  
5 Issues with 
Forms and 
Weighting 
Liaison nurse copies information from 
assessment form to shorter inadequate 
form to advise others of outcomes of 
assessment and for approval (6)  
Lack of communication to manage 
patients expectations (3) 
HHC fills in the set-up (rainbow) form on 
their first visit to the patient with the 
home help.  The PHN fills in the same 
form, query duplication? (2) 
  
  Solution Revise and implement assessment form  Devise and implement patient 
information sheet 
Raise the issue with the HSMs and 
DPHNs 
Improve way to send out discharge 
information 
6 Communication 
Issues and 
Weighting 
Discharge information required by 
PHN/HHC is inadequate and often late 
arriving (2). 
Notification of discharge is poor 
(confusion and duplication re 
communication) (5). 
When liaison nurse arriving to carry-out 
assessment, patients are often unfit for 
discharge (2). 
Patients requiring a supported 
discharge should appear on acute home 
support lists first before appearing on 
the delayed discharge (3). 
  Solution Revise and implement assessment form  Improve way to send out discharge 
information 
Ensure step in protocol to check with 
DCO re status of patient before visit 
Manage lists  
7 Other Issues 
and Weighting 
Confusion regarding availability and 
provision of HCP, exacerbated by the 
HSE web site (11) 
Limited availability of HSS including iHS 
after 8pm, at weekends and at 
Christmas (1) 
Issue providing iHS on same day of 
notification of discharge.  Issues 
contacting PHNs/HHCs (6) 
The loss of the former functionality of 
the CIT to support discharges was 
highlighted (2) 
  Solution Raise with HSM and GM Raise with HSM and GM Give message iHS not emergency 
service  
Raise with GM 
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There are seven project objectives to mitigate all the main issues raised 
during the interviews.  The above data was also used by the sub-group to 
inform the revision of the protocol.   
 
4.5 Evaluation of the Revised Protocol  
 
Ferketish and Hayden (1992) said that quality improvement teaches 
organisations about the power of measurement of business results, reactions, 
and activity levels.  Evaluation comprised of establishing the level of 
stakeholder awareness and their view of the quality of the project outcomes to 
ascertain if the project objectives were met.  Evaluation was achieved through 
a second set of 20 semi-structured interviews, comprising of closed and open 
questions, with representatives of relevant stakeholder groups post 
implementation of the protocol comprising DCO, HSM, bed managers, HHC, 
DPHN, ADPHN, liaison nurse and PHN.  Closed questions provided evidence 
based on the headings used to categorise the issues pre-implementation, 
helping to evaluate compliance and awareness of the outcomes associated 
with the revised protocol.  Open questions determined the quality of the 
outcomes and garnered suggestions regarding further improvements.   
 
Face to face meetings with key stakeholders including two HSMs, the liaison 
nurse, her line manager (a DPHN), 2 ADPHNs and 6 DCOs were held to 
improve awareness regarding the protocol in advance of evaluation.  Ten of 
those interviewed had been briefed face to face prior to the launch of the 
protocol.  They were interviewed to establish if face to face briefings were 
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more effective in establishing the protocol.  The complete data from these 
interviews can be found in Appendix 17.  
 
4.5.1 Evaluation of Objective 1 to revise the steps in the iHCP Protocol and 
to implement the improved Protocol, by 31st January 2014.    
 
Awareness 
Figure 2 below depicts the level of awareness of different aspects of the 
protocol.  In all but one aspect (which was particular to the liaison nurse only) 
levels of awareness were greater than 50%, confirming the value of the face 
to face briefings.  However awareness of the protocol is an area for 
improvement amongst the remaining stakeholders and will be included in the 
project recommendations.   
 
Other key findings regarding awareness of the protocol: 
 Three interviewees questioned the level of awareness of the protocol 
amongst HHCs and PHNs. 
 There was confusion regarding the number of home help hours being 
assigned by the HHC. 
 HHC often request private providers to deliver services when they don’t 
have time to carryout an environmental check prior to services being 
instated.  This is not part of the revised protocol. 
 During HHC leave, private providers are often used, without recourse to 
the HSE home help resource, as there’s no mechanism to check home 
help availability.     
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The above issues will have to be clarified and decisions in these regards will 
be included in any further briefing sessions. 
 
Figure 2 Awareness of Aspects of the Revised iHS Protocol 
 
Quality 
The satisfaction regarding the quality of different aspects of the protocol is 
shown in Figure 3 below.  Again satisfaction was greater than 50% in all but 
one aspect and it was very high amongst those who had seen the protocol.  
The reasons behind the name change will have to be explained further.  
Eighty percent suggest increasing the level of liaison nurse resource.  
 
Other key findings regarding the quality of the protocol: 
 It became evident during the interview process that a number of HHC put 
in different hours to those prescribed by the PHN.  A suggestion was made 
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The number of respondents aware of each aspect of the new iHS Protocol from  
a total of 20 stakeholders interviewed. 
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that PHNs should prescribe tasks and agree the time to complete the 
tasks with the HHC, improving awareness of the allocation.  Only the 
sector HHC knew the actual home help hours assigned to each patient. 
 There is still confusion about the availability of services after 8 pm, on 
weekends and on Fridays. 
 
The above issues will have to be clarified and any decisions in these regards 
will be included in any further briefing sessions. 
 
Figure 3 Level of Satisfaction Regarding Aspects of the Protocol 
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4.5.2 Evaluation of Objective 2, to establish and implement clear referral 
criteria by 31st January 2014. 
Awareness 
 The level of awareness of the new referral criteria are shown in pie chart 
Figure 4 below which shows that further communication is required to 
improve awareness. Eight interviewees suggested republishing the criteria 
and the protocol using e-mail and face to face communication in order to 
mainstream same. 
 
Figure 4 Awareness of Referral Criteria Amongst Interviewees 
 
Quality 
Seventy percent thought that the referral criteria were appropriate and 60% 
thought that they couldn’t be further improved.  However, due to the lack of 
awareness of the new criteria inappropriate referrals were still being made. 
 
Other key findings regarding the quality of the protocol: 
 The liaison nurse when interviewed said she noticed fewer inappropriate 
referrals overall. 
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4.5.3 Evaluation of Objective 3, to develop and introduce a common 
assessment form suitable for relevant stakeholders by 31st January 
2014.  
Awareness 
The level of awareness of the new assessment form is shown in Figure 5 
below with 65% of those interviewed having seen it already. 
Figure 5 Awareness of the New Common Assessment Form 
 
 
Quality 
The level of satisfaction in relation to the quality of the new assessment 
indicated that 13 out of 20 interviewed thought that the information requested 
on the new common assessment form was adequate for their needs.  A 
further suggestion was made to include the name of the relevant HHC on the 
form.  A full analysis of the quality of the new assessment form can be seen in 
Appendix 23. 
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13 
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4.5.4 Evaluation of Objective 4, to improve communication between 
stakeholders, including a new way of disseminating discharge 
information by 31st March 2014.  
 
Awareness 
Evaluation of the awareness of aspects of communication in the protocol 
indicated that 9 out of 20 interviewees were aware that the liaison nurse 
contacted the DCO to determine if the patient was still fit for discharge prior to 
assessment.  This question was included to establish awareness of the detail 
of the protocol.   
 
50% of interviewees were aware that post assessment discharge information 
was being scanned to relevant stakeholders on a new assessment form, 
including the levels of iHS prescribed.  There was agreement that there was 
an improvement, and that this was an efficient and effective way of sending 
information. 
 
Quality 
The full evaluation of the quality of communication can be seen in Appendix 
24 with 70% confirming that there was no problem contacting personnel on 
Fridays.  65% stated there had been an improvement in the use of the 
discharge lists.  80% understood the protocol’s roles and responsibilities but 
there was some confusion regarding communication which needs to be 
clarified. 
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Suggestion: The liaison nurse should scan the completed form with the 
assessment outcomes on the same day, as wards require this information for 
planning purposes, even where provision of the iHS is through a private 
provider. 
Suggestion: The area ADPHN should be a recipient of the completed 
assessment form in case the area PHN was absent. 
 
4.5.5 Evaluation of Objective 5 to develop and introduce a patient 
information sheet to inform patients about interim iHS, to ensure their 
expectations of further home support are managed by 31st January 
2014. 
 
Awareness 
As shown in Figure 6 below, only 6 out of 20 interviewees had seen the 
patient information sheet  
 
 
Figure 6 Awareness about the Patient Information Sheet 
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Quality 
 
Analysis regarding the quality of the patient information sheet showed that 
those who saw it thought it was adequate to manage patients’ expectations 
regarding further service provision.  However, only 6 out of 20 had actually 
seen it. 
 
4.5.6 Evaluation of Objective 6 to analyse since its inception to date the 
expenditure, patient numbers and number of hours allocated for iHCP, 
by 31st January 2014, to establish if there are any trends over time or at 
certain times of the year, which may influence budgetary or hours’ 
allocations and thus have a bearing on the protocol. 
Evaluation 
There were no trends of highs or lows or discernable patterns identified over 
time or at any particular times of the year to influence the budgetary or hours’ 
allocations.  Therefore this analysis has no impact on budget management 
Appendix 2 shows the analysis.   
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4.5.7  Evaluation of Objective 7 to devise and implement a sub-protocol to 
manage the protocol when the liaison nurse is on leave by 14th April 
2014.  
 
Awareness 
The awareness regarding the sub-protocol to manage the protocol when the 
liaison nurse is on leave is shown in Figure 7 below.  6 out of 20 interviewed 
had yet to see the sub-protocol.  This requires further communication.   
 
Figure 7 Awareness of the Sub-protocol  
Awareness re Sub-protocol to Cover Periods of 
Liaison Nurse Leave  
6 14
0
5
10
15
Hadn’t seen the sub-
protocol re liaison
nurse leave periods
Aware of their role
during leave periods
Number of
Interviewees 
 
 
Quality 
The evaluation of the quality of the sub-protocol to manage the protocol when 
the liaison nurse is on leave showed that 12 out of 20 thought the protocol 
was satisfactory but 2 of those interviewed were still confused about what to 
do.   
 
A further suggestion to resend out the sub-protocol to remind stakeholders 
when notifying them of leave periods was passed onto the liaison nurse. 
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4.5.8 Other Results 
 
Other results from the semi-structured interviews were analysed using the 
same eight headings as those used in the pre-implementation evaluation, 
comprising criteria, protocol, roles, resources, forms, communication and 
other.  The findings in relation to criteria, protocol, communications and forms 
were dealt already with under the above objectives section.  Please see 
Appendix 17 for these results.  
 
According to those interviewed there is still significant confusion regarding 
HCP provision i.e. 12 interviewees were confused.  There is also confusion in 
relation to managing the protocol when a HHC is on leave i.e. four 
interviewees said a private provider is often used when the HHC is on leave 
and 9 said there was no cross-cover for HHC’s leave making the use of 
private providers inevitable for iHS provision.  The issue regarding the home 
help set-up form have been resolved. 
 
4.6 Project Impact Statement 
 
The final component of the evaluation is a comparison with the actual versus 
the expected outcomes initially described in the project impact statement to 
determine if the future predicted state was achieved.  Not all of the impacts 
have been fully achieved but this is partly due to the short length of time since 
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implementation.  Also a proportion of PHN and HHC stakeholders have yet to 
be met face to face to introduce them to the revised protocol.  The protocol 
was cascaded using e-mail but only some stakeholders groups have been 
met face to face to induct them to date.   
 
This part of the evaluation is based on information gathered from the second 
set of semi-structured interviews and is discussed under the headings from 
the Project Impact Template (HSE, 2008) i.e. process (future processes), 
structural impacts (future roles and responsibilities), behavioural impacts 
(future behaviour), and cultural impacts (the way things will be done).   
 
4.6.1 Process Impacts 
 
Clear descriptions have been included in the protocol to ensure critical steps 
are captured and to make best use of resources to maximise benefits for 
patients.  Diagrams were included for further clarity.   
 
When inappropriate referrals are made, the protocol will be re-enforced 
whereby the liaison nurse will redirect stakeholders back to the protocol and 
request them to adhere to same.  There is still some confusion regarding the 
availability of HSE home helps at weekends and after 8 pm and the process 
to access same.  This matter has also been referred to the HSMs.  The 
outcomes of their decision will further inform the protocol. 
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4.6.2 Structural Impacts 
 
These impacts related to future roles and responsibilities.  The new protocol 
clearly lays out roles and responsibilities in relation to the provision of iHS e.g. 
when the liaison nurse is on leave.  However, there is still confusion when the 
HHC is on leave which has been referred back to the HSM for clarification.   
 
There’s also confusion regarding who is responsible for determining the 
length of time the home help will be assigned to carryout prescribed tasks.  
This matter has been referred back to the DPHN and HSMs and the outcome 
of their discussion will inform both the protocol and the process for the 
provision of other home support services. 
 
4.6.3 Behavioural Impacts 
 
Even though the protocol was disseminated initially to all stakeholder groups 
by e-mail and awareness of the protocol is growing, it is not fully 
communicated to PHN and HHC groups.  The revised protocol was 
implemented using face to face meetings to communicate it to key 
stakeholders and to assist understanding, which has proved effective.  
Awareness sessions are still ongoing and will continue.   
 
The trial of the leave sub-protocol was positive, but again some stakeholders 
are not adhering to it and are taking shortcuts.   
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Inappropriate referrals are still being made to buy the PHN and HHC time to 
carryout assessments for ongoing services.  The liaison nurse is redirecting 
stakeholders back to the protocol criteria to re-enforce the protocol.  However, 
some stakeholders continue to take short cuts, reverting to old practices.   
 
4.6.4 Cultural Impacts 
 
The objectives in relation to communication were achieved e.g. key steps 
regarding communication were included in the protocol.  Awareness continues 
to be an issue but communication is improving between the liaison nurse, 
PHNs, DCOs and HHCs.   
 
There is a need to continually remind acute services that the provision of iHS 
is not an emergency service and notice of discharge is required to organise 
services.  This message will take time to embed.   
Further reminders regarding the sub-protocol are also required prior to liaison 
nurse leave to ensure adherence. 
 
4.7 Limitations of the Evaluation 
 
Evaluation of the project post-implementation using semi-structured interviews 
was carried out after a limited period of time due to the time constraints of the 
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project, which didn’t allow sufficient time for the protocol to be communicated 
to all front line staff at face to face briefings, which is ongoing.  
 
4.8 Conclusion 
 
Evaluation is an essential component of all stages of the change process and 
helps maintain a focus on the objectives.  It determined the degree of change 
vis-à-vis quality and beneficial outcomes.  The validity of operational issues 
and the organisation’s readiness for change was confirmed through a series 
of 22 semi-structured interviews prior to the implementation of the revised 
protocol.  There were no identifiable trends in expenditure, number of hours or 
clients over time to influence budget or hours allocation in relation to iHS.   
 
The implementation of the protocol was evaluated through a further set of 
semi-structured interviews.  Two aspects of the implementation were 
evaluated to ascertain if the objectives of the project were met.  Firstly 
awareness of outcomes was measured and secondly the quality of those 
outcomes was determined.  The analysis revealed that stakeholders who had 
seen or were aware of the changes made to the protocol thought that the 
protocol was improved and were satisfied with the protocol, including the 
additional elements introduced i.e. the assessment form, patient information 
sheet, sub-protocol to manage leave etc.  The stakeholders who had been 
inducted face to face regarding the protocol, 10 of which were interviewed, 
were aware of the various elements of the protocol but those who were 
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communicated with using e-mail were largely unaware of the changes i.e. 6 
out of 10 were unaware.   
 
The predicted impacts were realised to varying degrees.  In view of the project 
time frame, there wasn’t adequate time to communicate the protocol to 
stakeholders such as PHNs and HHCs on the front line.  Therefore the 
awareness in relation to the protocol has not been fully realised.  The next 
chapter discusses the project conclusions and makes final recommendations. 
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Chapter 5 Discussion and Conclusions 
 
5.1 Introduction 
 
In this chapter the degree to which the aim and objectives were met is 
discussed.  The experience of leading change to meet the objectives is 
examined through the use of the HSE Change Model (HSE, 2008), the 
literature review and semi-structured interviews.  Then implications for 
management are critiqued. Recommendations and the potential for further 
research are outlined, before concluding.  
 
5.2 The Project Aim and Objectives 
 
Management according to Covey (1992) deals with processes and structure, 
whereas leadership deals with direction, vision and changing behaviour.  They 
are not mutually exclusive and indeed leadership can be thought of as the 
‘highest component of management’ (Covey, 1992, 246).  Armstrong (2006) 
defines leadership as the ability to persuade others to behave differently.  
Therefore to achieve the aim and objectives, the tasks must be completed by 
the leader whilst maintaining inter-group relationships and meeting individual 
needs.   
 
The principal strength of the OD project is that the aim of the project to 
implement an improved protocol to facilitate older persons to be discharged 
home safely from four acute sites using up to 10 hours iHS was achieved.  
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This is supported by the evaluation and summarised in the project’s poster 
(Appendix 25).  Further communication to increase awareness and 
subsequent adherence to the protocol is required, which is outside the scope 
of this thesis.  Adherence to the protocol is also being reinforced by refusing 
inappropriate referrals, and redirecting those trying to circumvent the protocol, 
back to the actual revised protocol. 
 
Where there was no direct induction in the use of the protocol, the 
dissemination and implementation was then reliant on line management i.e. 
DPHNs and HSMs.  Awareness of the protocol wasn’t as high as anticipated.  
It was expected that at least all ADPHNs and HHC would be familiar with it.  
However, this wasn’t the case.  Where stakeholders had seen or used the 
protocol and its various components, including those inducted face to face, 
the satisfaction level was high, which was evident from the evaluation.  
Therefore induction to raise awareness amongst other stakeholder groups, 
using face to face communication, must form part of the ongoing leadership 
plan.   
 
Davis et al. (2012) noted that when transitions were unsystematic or 
unstandardised and when communication was fragmented across settings, 
poor discharge follows.  A co-ordinated system was required to aid discharge, 
achievable through a framework which includes key elements such as good 
communications (standard tools), timely notification to community services of 
requirements, post discharge service availability and assurance of service 
provision (Yam et al., 2012).  As previously discussed, objectives in the form 
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of standard tools including an assessment form, a patient information sheet 
and the revised protocol itself, including an improved process for 
disseminating discharge information were delivered and evaluation showed a 
high level of satisfaction with these.   
 
There were no identifiable trends relating to the provision of hours, number of 
patients or expenditure in the month on month and year on year comparison, 
carried out over the four year period since the protocol’s inception.  It was 
expected that there would be highs during winter months.  However highs 
were actually found at different times throughout the three year reference 
period.  Therefore there is no need to provide an additional allocation of hours 
at any specific time of the year i.e. there are no future budgetary implications 
for management to consider in this regard.  See Appendix 2. 
 
Wilson (2001) said leadership is critical to influencing culture.  According to 
Benedict (1934) the various elements of a culture tend to form a relatively 
stable system which is durable and slow to change.  Unrealistic expectations 
continue to prevail i.e. when a medical team discharges a patient without prior 
notification of discharge there is still an expectation that services can be 
arranged on the same day, despite the fact that iHS is not an emergency 
service.  It takes at least 24 hours to organise service delivery through HSE 
home helps.  If unavailable, private providers are contacted.  Until iHS can be 
provided, patients will remain in hospital inappropriately.  This is especially 
true for same day discharges requiring iHS which are notified on Fridays as 
this can lead to a delayed discharge over the weekend.  Discharges need to 
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be planned to allow PCC the time to arrange appropriate services, including 
iHS.  
 
5.3 The HSE Change Model  
 
The HSE Change Model underpinned the change process (HSE, 2008).  It 
gave clear guidance, flexibility to allow movement back and forth between 
stages as required, and it enabled a number of strands of work from different 
stages to be progressed simultaneously.  The model focused on people and 
the need for detailed preparatory work.  It provided a variety of tools which 
were beneficial in terms of stakeholder identification to ensure the 
organisational politics and culture of each stakeholder group was attended to, 
and that communications were tailored accordingly.  This was important as 
the stakeholders were managed under different governance arrangements.  
Therefore it was essential that the project objectives in terms of impacts 
benefited each group.   
 
The impacts analysis helped to clarify and maintain a strong focus on 
achieving the project objectives, to see a clear vision in terms of the future 
reality associate with the protocol and to identify the implications for 
management.  The HSE Change Model (2008) tools were used 
independently, and whilst the subject matter and analysis often overlapped, 
the outcomes enabled a complete picture of the people and task aspects of 
the project to be formed.  The change model supported achieving the 
objectives of the project. 
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5.4 Literature Review and the Project 
 
The context of the project in the South is exactly as the literature portrays.  
The population in Ireland has risen from 3,917,203 in 2002 to 4,588,252 in 
2010 (CSO, 2002 & CSO, 2010) and the number of patients admitted to the 
bigger acute sites in the South has also risen (Appendix 26).   
 
The emphasis of the original protocol was to reduce delayed discharges and 
to free up acute beds.  As required the CIT would provide home support for 72 
hours pending an assessment by the local PHN for mainstream services.  As 
the CIT no longer has a role for home support provision this is now provided 
by HSE home helps or private providers.  The literature supports the use of 
home support and goes so far as to say that it bridges the gap between 
hospital and home (Andrews et al., 2004; Shepperd et al., 2013).  Therefore 
sufficient iHS must be provided to ensure that discharge is safe, without 
impacting independence.  It was agreed that up to 10 hours iHS per week 
would achieve this.  The revised protocol dictates that any patient requiring 
more than this, should be a planned discharge.  
 
The issues identified in the validation interviews were largely related to 
elements of the protocol linked to discharge, including poor communication, 
insufficient assessment, bad planning, poor integration between acute and 
community services, poor information sharing, confusion about roles and lack 
of home support.  These issues were also highlighted in the literature as 
leading to poor discharge.  The solutions devised to mitigate these issues 
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formed the basis for the objectives of the project, and were supported by the 
evidence in the literature. 
 
The protocol included steps to ensure good communication.  Davis et al. 
(2012) and Jacobs et al. (2011) suggested the provision of timely adequate 
discharge information using a common assessment form, which were 
implemented in the protocol.  In addition the protocol introduce electronic 
dissemination of the assessment form ensuring the right information arrived 
on time giving adequate notice of discharge.  Johnson et al. (2003) supported 
the provision of home support to maintain patients at home to avoid 
readmission managed by a nominated person to link between community and 
acute services which was the liaison nurse in this project.  These solutions 
and others used in the protocol as successfully improving discharge were 
documented throughout the available literature.   
 
The provision of iHS was to ensure older persons transitioned home safely.  
Evidence from a parallel piece of work showed that by in large, older persons 
locally received home support on a once off basis which allowed them to 
transition home safely, without receiving further mainstream services.  Well 
managed transition points, including discharge home, were emphasised in the 
literature as being hugely significant to the ability of the older person to remain 
living at home.  As older persons prefer living at home, a concept confirmed in 
the literature, it is incumbent on carers to ensure discharge is to home where 
possible.  If a decision regarding LTC has to be made then, at least it can be 
made from the person’s own home.    
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The revised protocol was similar to two successful models described in the 
literature, one of which, called the In-reach Model, was especially salient 
(Guerin et al., 2013).  The project mirrored this model whereby a liaison 
nurse, managed the needs of complex discharges which required negotiation 
between services for successful outcomes.  The revised protocol in a similar 
way to the In-reach model, mitigated problems between community and acute 
services, that affected patients due to lack of communication, inadequate 
assessment of discharge needs, poor organisation of community services and 
delayed community involvement to avoid long hospital stays.  Community 
service’s engagement in the discharge process was also emphasised in 
literature in order for it to be effective.  
 
Integration is a critical component of successful discharge and was widely 
emphasised in the literature.  The revised protocol is an integrated framework 
across the services containing standarised tools comprising key elements for 
successful discharge including a liaison role to enable discharge.  The 
protocol falls under the governance of the steering group which is an 
integrated joint problem solving forum to assist discharges locally.  According 
to Popejoy (2012) different goals can make working together very difficult, as 
well as differences in management style which can affect efforts to collaborate 
between hospital and community services.  Therefore the steering group is 
essential to manage the protocol to ensure discharge using iHS is safe.  
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Unfortunately there is very little evidence regarding the outcomes of home 
support provision in the literature.  This is recommended under the further 
research section of this chapter. 
 
5.5 Semi-structured Interviews 
 
Semi-structured interviews were used to establish the current situation 
regarding the iHCP Protocol.  They focused on the operational issues raised 
at the WCI meetings.   As this interview type allows leeway for discussion 
(Bryman & Bell, 2007), the nature and scope of these issues were validated.  
They provided a valuable two-way feedback mechanism allowing an 
understanding of the different stakeholder perspectives to be obtained by 
probing interviewees against a guiding set of questions and facilitating 
awareness of the protocol amongst stakeholders.   
 
The responses informed all stages of the revision and implementation of the 
protocol and were essential to devising appropriate objectives.  By validating 
the responses the interviewees knew they had been heard and ultimately they 
saw that their suggestions were utilised in the revised protocol, thereby 
ensuring buy-in.  Issues identified by some stakeholder groups, didn’t register 
important to others e.g. availability of HCP, whereas some issues were 
common to all such as the inadequacy of the assessment form.  Therefore 
this was set as an objective.   
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5.6 The Implications of the Change for Management 
 
Solutions to the original operational issues, researched in the literature, were 
implemented and re-evaluated.  Issues that were managed out during the 
implementation, confirmed by the evaluation, were described earlier in the 
chapter in terms of achieving the objectives.  However, the remaining issues 
and learning from the project have the following implications for management 
to consider. 
 
5.6.1 Communication  
Face to face contact is supported by Nambisan et al., 1999, Rowden, 2001; 
Schwering, 2003) who confirm dialogue with stakeholders is useful because it 
supports learning and conflict management.  The protocol was notified to 
relevant line-managers via e-mail for further dissemination to their staff.  The 
evaluation confirmed that when the protocol was disseminated successfully 
(usually face to face), feedback was positive, stakeholders understood the 
changes and satisfaction with the outcomes was high.   
 
All DCOs were met to ensure their understanding and cooperation regarding 
implementation of the revised protocol, and the evaluation proved this to be a 
successful approach.  In their case the protocol was being undermined by 
other stakeholder groups e.g. PHN or HHC who had asked them to make 
inappropriate iHS referrals in order to buy time to complete patient 
assessments for ongoing services.  Interviewees confirmed that 
communication of the protocol was only 65% successful.   
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In instances where awareness was much lower an e-mail was the principle 
method of communication regarding the protocol.  A number of interviewees 
suggested promoting awareness and adherence at their team meetings.  
Unfortunately the time scale of the project didn’t allow for this to occur prior to 
evaluation.   However, in terms of further change projects where stakeholder 
involvement is required for a successful implementation, it is essential that 
face to face communication occurs. 
 
The use of scanning to disseminate discharge information in a more timely 
and targeted fashion has proved to be successful.  A modern system of 
scanning the assessment form allowed relevant community services to 
receive information on time.  A number of PHNs and HHCs had raised the 
issue of the receipt of poor and late discharge information which could be 
mitigated if a similar system was implemented for other types of discharge.   
 
5.6.2 Resources 
The liaison nurse role is currently part time.  This was the issue of highest 
concern during the validation interviews, as not all referrals are assessed 
when required.  There is no cover provided for off-duty periods or during 
leave, therefore discharges can be delayed.  The subgroup recommended 
that a business case be submitted to the area manager for the remaining 
component of the post.  The project sponsor approved this submission.  
However due to the HSE moratorium on recruitment, management will have 
to give careful consideration as to how it resources the post as drawing on 
existing scarce resources would have a negative impact on other services.  
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Consideration will have to be given to the method of deployment of the 
resource to ensure fairness of access is achieved across the four acute sites.  
The protocol has the potential to be rolled-out to all other acute hospitals in 
the region but management would need to consider the value of this and the 
aforementioned resourcing implications. 
 
5.6.3 Home Support Service 
HHCs carryout an environmental check within 24 hours of an approved iHS 
service request, even though this is not part of the protocol.  Private providers 
are utilised in instances where this can’t be completed.  They are also used 
when HHCs are on leave as there is currently no mechanism in place to 
ascertain if home helps are available.  These issues were advised to the 
HSMs as they will impact on the HSE’s obligations to meet the provision of 
contracted hours in terms of the new national home help contract.  Since mid-
April home helps are paid according to the hours specified in their contracts 
whether they have worked them or not.  Hours not worked will be banked to 
be worked back at a later time.  These banked hours need to be kept to a 
minimum.  The protocol states that home helps where possible should provide 
his  Therefore this will help achieving organisation goals in relation to the 
implementation of the contract, so solutions to the above issues need to be 
resolved to facilitate the use of home helps where possible.    
 
There is confusion as to whether iHS can be prescribed after 8 pm or during 
weekends.  Therefore in these instances, DCOs, ward staff and community 
staff are unsure whether to refer for iHS or not.  Traditionally families would 
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have provided support at these times and if they were unavailable private 
providers would be used.  However, it transpired that no formal decisions or 
guidelines have been made or communicated in this regards.  Due to the 
implementation of the national home help contract it is essential to clarify and 
advise stakeholders of the scope of iHS in terms of its hours of availability and 
to ensure that home helps are used where possible to meet their contractual 
obligations negating the need to bank hours.  These scenarios aren’t dealt 
with in the protocol and must yet be clarified by the steering group.  The 
matter of home help availability to provide iHS at these times has yet to be 
clarified by the HSMs. 
 
The liaison nurse and PHN assess patients’ needs and prescribe services 
based on assessed needs.  This was traditionally achieved by listing the 
patient’s personal care requirements and requesting a home help or a HCP to 
provide the care.  This prescription was advised in terms of tasks only and or 
hours to fulfil the assessed need on the appropriate form.  However, during 
the course of the semi-structured interviews it emerged that the liaison nurse 
and PHN prescription of hours is being altered by the HHC allocating home 
help hours.  This causes confusion for nursing in terms of the number of 
hours’ home help actually being utilised from the sector budget which is 
meant to be jointly managed by the ADPHN and HHC.  When hours are 
increased by the HHC without recourse back to the PHN, the PHN service 
aware could be further prescribing additional hours leading to over 
expenditure of the budget.  The HHC has no mandate to increase the hours.  
These issues urgently need to be clarified. 
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The protocol was previously known as the iHCP Protocol and performance 
statistics for the provision of iHCP were included under HCP monthly returns.  
The protocol revision subgroup queried whether an iHCP should be 
categorised as a HCP and the subsequent suitability of the name of the 
protocol.  In order for iHCP to meet the guidelines a patient should already be 
in receipt of a certain level of mainstream services.  As only 10 hours home 
support is provided through iHS, that alone would not constitute a HCP.  
There is a high level of supporting documentation required prior to the 
provision of a HCP, which would never be completed in terms of iHCP.  The 
subgroup discussed and changed the title of the protocol to the iHS Protocol.  
They considered it was more appropriate as iHS fell outside the scope of the 
HCP Guidelines (HSE, 2010) and the name naturally associated the protocol 
with the HCP National Guidelines.   
 
The concern of the subgroup over meeting guidelines prompted a discussion 
between the HSMs, the author and the project sponsor.  It was agreed that 
iHS did not meet the HCP Guidelines.  The affect on the monthly statistics will 
need to be considered by management and an action plan to deal with other 
issues arising will need to be devised.  Both the change in name and 
statistical adjustment is organisationally sounder and will save the 
organisation from the potential scrutiny of audit in that regard. 
 
There was also a high level of confusion amongst PHN and HHC as to the 
availability of HCP, which was advised to the HSMs and project sponsor.  This 
confusion was also inflated by the use of the iHCP terminology.  Management 
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need to advise PHNs of the current status to avoid further confusion in 
relation to the availability of the various elements of home support, in view 
that they assess patients for home support, are the voice of the HSE on the 
ground and are often asked to advise patients.   
 
5.6.4 Outcomes 
An additional parallel piece of work relating to the project was conducted to 
establish if iHS was provided to support patients on discharge on a once-off 
basis or if the provision of iHS was the first stage to increasing levels of home 
support.  A random selection of patients were reviewed to establish the 
services they received following receipt of an iHCP at defined intervals, again 
to ascertain if there were any trends which would inform the protocol.  The 
level of home support in terms of the number of home help hours and HCP 
received by the patient sample was established by searching the iHCP and 
Client Databases, and the Home Help Client System to establish the level of 
services prior to receiving an iHCP; one month, 6 months and one year 
following receipt of an iHCP.   
 
The findings were collated in Excel against the defined intervals.  The results 
can be seen in Appendix 27.  They confirmed that in at least 55% of the 
patients reviewed, iHS was provided on a once off basis with no subsequent 
home support by home helps or through a HCP.  This was higher in terms of 
HCP, proving that with some initial support on discharge many patients can 
return to completely independent living. 
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5.7 Recommendations 
 
1. Attendance at PHN and HHC team meetings should be considered, as 
evaluation confirmed the need to further raise awareness of and 
adherence to the protocol, in view that they are the two largest stakeholder 
groups.  As the evaluation took place 6 weeks post implementation there 
wasn’t sufficient time to carryout these awareness sessions.   
Consideration should be given to reviewing the awareness, adherence and 
satisfaction regarding the various aspects of the protocol once these 
meetings are completed to establish a baseline for similar reviews which 
should be conducted at least every two years thereafter, to ensure 
continued effectiveness. 
 
2. Consideration should be given to identifying the savings in bed days and 
their associated cost in terms of iHS support.  This information would 
support the business case being prepared to increase the liaison nurse 
resource.  This information could also be used to support any decision to 
implement the protocol in other acute sites in the region. 
 
3. Further consideration should be given to using scanners to speed up and 
improve the reliability and timing of information transfer in relation to other 
discharges, as a number of issues were raised relating to the quality and 
timing of discharge information, often arriving after the discharge home.  
This is also a more efficient process, removing the need to post, fax and 
photocopying discharge information.  The information could be scanned to 
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the PHN, ADPHN and HHC (all stakeholders) to ensure a safe discharge.  
Should there be no PHN or HHC cover in an area at least the ADPHN 
would be aware of the discharge.   
 
5.8 Further Research 
 
Guerin et al. (2013) emphasised the paucity of research into community 
service involvement in the discharge process.  They suggested further 
research be conducted in relation to the outcomes of poor discharges.  Other 
potential research topics include examining the effect of poor discharge on 
patients by examining outcomes, including the number of inappropriate 
referrals where community services were not in a position to manage the 
referral.  The implications for PCC would have to be examined to identify 
where changes could have been made to hospital discharge plans by 
examining the ability of PCC to mobilise services.   
 
An examination of local discharge processes, outside the provision of iHS, 
should be undertaken to confirm the process of communication, and the 
timing of the notification and the receipt of discharge information.  These were 
all raised during the pre-implementation semi-structured interviews and were 
similarly highlighted in literature.    
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5.9 Conclusions 
 
The aim of the project, to implement a revised protocol to facilitate older 
persons who meet certain criteria to be discharged home safely from four 
acute sites by using up to 10 hours home support services was achieved.  
The HSE change model, the use of a literature review and semi-structured 
interviews were key strengths of the project.  Communication of the protocol 
to key stakeholders on the ground, the timing of the evaluation and lack of 
clarity regarding some areas of service provision were outlined as areas for 
improvement.  The implications for management were discussed, followed by 
proposals for further research and project recommendations, before 
concluding.   
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Appendix 1 – Original Protocol 
1.2 Original Protocol for access to Interim Home Care Packages (IHCP) 
2012 
 
Access to IHCP will be as usual for the period up to 23rd December 2012.  
 CIT: Triona Scully will require as much notice of discharges/potential 
discharges occurring to this point as possible to arrange the necessary 
provision of services. 
 
 CIT will act as a gatekeeper for this service.  The CIT will assess the patient in 
hospital to determine the requirement.  The CIT will advise the provider of the 
required service and agree times etc. 
 
Winter Discharge Plan 2012 Revised interim HCP protocol 
This initiative is to facilitate the timely discharge over the period and is not an 
emergency response service. 
 
Protocol: 
1. Patients requiring a home support service at discharge will be identified on the 
Weekly Discharge Template, co-ordinated by the Cork University Hospital (CUH) 
bed management team and will include patients from the Mercy University 
Hospital (MUH) and the South Infirmary Victoria University Hospital (SIVUH).  
2. The initiative will be targeted at clients who are estimated to require up to a 
maximum of 10 hours home support per week. 
3. The hospital discharge co-ordinators will complete the interim HCP referral form 
as per normal protocol and will contact the designated interim HCP liaison nurse.   
4. The liaison nurse will assess the patient in the hospital and prescribe the level of 
service to be provided. 
5. The designated nurse upon completion of assessment will link with the relevant 
public health nurse and Home Help Coordinator (HHCO) advising of the person’s 
identity and will outline the initial level of service to be provided. 
6. The HHCO will have 24 hours to respond, confirming whether the initial service to 
facilitate the discharge can be provided through HSE Home Help Service. 
7. The designated nurse will forward a copy of the relevant application to HHCO for 
the file. 
8. If service can not be delivered through HSE direct provision then the designated 
person will contact the private providers on the tender list to arrange home 
support. 
9. A service review will be undertaken by the relevant PHN within the 2 week post 
discharge time period to assess for future need. 
10. The PHN will liaise with the HHCO regarding provision of ongoing services 
further to clinical assessment.  
11. Both the provider (HSE or private) and the client will be further advised by the 
PHN that the level of service will in future will reflect assessed need and available 
service 
12. The designated nurse will keep track of the number of clients and hours allocated 
on a weekly basis. 
 
Please note as of from 25/12/2012 to 2/1/2013 it is planned  to have the support of 
two home helps for North Lee and two from South Lee to support the Community 
Intervention Team as capacity to provide interim home care packages during this 
period will be limited.  This can be augmented if necessary and possible to deal with 
any short notice home care package issues arising during this period. 
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Appendix 2 – iHCP Analysis 
 
Analysis of the number of patients who received an iHCP, the level of 
expenditure and the number of hours of iHCP approved since the iHCP 
Protocol’s inception.  
 
The number of patients who received an iHCP, the level of expenditure and 
the number of hours of iHCP approved since the iHCP Protocol’s inception 
were collated, analysed using Excel and the findings were detailed in the 
following Table 1, to establish if there were trends over time or at certain times 
of the year.  As the expenditure is different every year, the number of hours 
and the number of patients are different each year, so the findings were 
graphed for ease of analysis.  There is no visible repeating pattern of peaks or 
toughs or recurrent highs of hours or budget over time or at any specific time 
of year.  The only month that has a consistently high number of patients is 
April.  There isn't any differentiation between Summer and Winter months with 
highs occurring throughout the year including February, April, May, July, 
August, September, October and November.   There are no identifiable trends 
to influence the budget or hours allocations.  Therefore they have no bearing 
on the protocol. 
 
Table ? 
Month 2011 2012 2013 2011 2012 2013 2011 2012 2013 
  Hours Hours Hours € € € Patient
s 
Patient
s 
Patient
s 
Jan 206 477 89 4326 10017 1869 8 23 8 
Feb 382.5 757 53 8032.5 15897 1113 13 32 3 
Mar 263 462.75 0 5523 11937.
75 
0 15 25 0 
Apr 248.5 539 191 5218.5 11319 4011 16 27 15 
May 245 495 50 5145 10395 1050 18 25 3 
Jun 425 333 50 8925 6993 1050 18 20 3 
Jul 283 35 227 5943 735 4792.6
5 
14 3 13 
Aug 580.5 0 190 14185.
5 
0 3990 19 0 12 
Sep 516 28 74 10836 588 1554 23 2 5 
Oct 254 70 194 5334 1470 4074 14 5 10 
Nov 595.5 105 155 12505.
5 
2205 3255 30 8 10 
Dec 318 216 52 12348 4536 1092 16 11 6 
Total 4317 3517.7
5 
1325 98322 76092.
75 
27850.
65 
204 181 88 
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Appendix 3 - Plan to Lead by Example  
 
1. Communicate a clear shared vision focused on needs of the population 
a. Need to free up beds asap – service plan 
b. Need to enable clients to get home safely  
c. Need to ensure communications are good between acute and PCC 
for safe discharge 
2. Build solid foundations for change and a compelling case 
a. Issues raised at WC meeting 
b. Evidence based following semi structured interview 
c. Circulated feedback re issues and evidence 
d. GM Support 
3. Look a the whole-system and see the big picture 
a. Examined process from acute, DCO, Client, HHC, HSM and PHN 
perspective and service plan 
4. Understand the organisation environment and spot leverage points for 
change 
a. Pressure on beds 
b. Service plan 
c. Lists make delyed discharges more obvious 
5. Build a guiding coalition by strategically influencing and engage all key 
stakeholders 
a. Stage set a WC meeting 
b. Initial stakeholder semi structured interviews feed into process 
c. Sub group meeting – meet key players prior to sub group meeting 
d. Follow-up interviews 
e. Follow up WC meeting 
6. Challenge traditional thinking and encourage flexibility, innovation and 
creativity 
a. Group meeting 
b. Feedback from the line 
7. Develop relationships and empower other to act 
a.  Pre-meetings held prior to sub group meeting 
b. All key stakeholders meet 
c. Keep GM in the loop 
8. Drive for results and set clear milestones for change 
a. Clear milestones agreed based on evidence  
b. Documented issues  dealt with 
9. Attend to issues of governance and risk 
a. Risk of delays 
b. Risk of no cover and further delays during periods of leave 
c. DCOs don’t fall under governance of PCC  
10. Focus on continuous improvement and sustaining change 
a. Trial of protocol for a set period 
b. Re-interview after a set time to identify any further issues 
c. Reinforce change at next WCI group meeting 
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Appendix 4 - Stakeholder Analysis 
 
Stakeholder Groups: 
1. Management PCC 
2. 4 groups of hospital DCO (4 hospitals) 
3. PHN Service, including liaison nurse 
4. HSS 
 
Key stakeholders, key influencers indicated by *: 
1. Home Support Managers * (HSM) x 2 
2. General Manager Cork South PCC * 
3. Patients  
4. Bed Manager CUH  
5. Discharge Co-ordinators (DCO) CUH x 2 * 
6. DCO SFH x 2 * 
7. DCO MUH x 1 * 
8. DCOs SIVUH x 2 * 
9. ADPHNs in Cork * 
10. DPHNs x 4 * 
11. PHNs in Cork 
12. HHC (Home Help Co-ordinators) in Cork 
13. Hospital Manager CUH 
14. Hospital Manager SIVUH 
15. Hospital Manager MUH 
16. Finance Manager 
17. Liaison Nurse 
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Appendix 5 - Power Interest Matrix 
 
High Power DPHNs x 3; 
Hospital Managers x 3; 
 
Liaison Nurse; Home 
Support Managers x 2; 
General Manager PCC;  
DPHN (line manager to 
liaison nurse); 
 
Lower Power Finance Manager; Discharge Coordinators 
x 9; Clients; Bed 
Manager; HHC in Cork; 
PHNs in Cork; ADPHNs; 
 Lower Interest High Interest 
 
 
Key stakeholders: 
Liaison Nurse; Home Support Managers x 2; General Manager PCC;  
DPHN (line manager to liaison nurse); Discharge Coordinators x 9 = 14 
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Appendix 6 - Organisational Politics Questionnaire 
 
Key questions: Positive Impact Negative Impact 
What are the key current 
political dynamics among 
the leaders and within the 
organisation that may have 
an impact  on the success 
of the change 
 
Emphasis needs to be 
given to power dynamics at 
all levels with a particular 
focus on both the informal 
and formal influences on 
decision making. 
All stakeholders are part of 
the WCI Group so they 
have a say, 
 
Regional and national 
emphasis on reducing 
delayed discharges/bed 
blockers.  
 
Delayed discharges due to 
non provision of home 
support are shown on 
widely circulated lists to 
regional management, 
hospital and PCC staff 
Hospital and PCC have 
separate governance and 
financial structures. 
 
Culture of blame when 
PCC doesn’t seem to 
provide home support as 
quickly as possible without 
exploring the reasons.  
 
 
What political factors are 
evident between the 
organisation and its wider 
community or other service 
providers – how can 
alliances be strengthened 
to support the change? 
As stakeholders are 
represented on the WCI 
group it has led to better 
understanding of 
perspectives.  Meetings 
which are outcome focused 
and provide solutions to 
issues raised lead to 
improved alliances.  Trust 
is being built. 
Sometimes the hospitals 
forget that the community 
doesn’t provide emergency 
services and needs time to 
plan and to put in services. 
 
Sometimes the community 
forgets that DCOs don’t get 
adequate notice of 
discharges themselves. 
What would enable leaders 
to address these issues 
together? 
Continue to meet – 
focusing on mutually 
beneficial solutions. 
 
What is the best way to 
improve dynamics among 
leaders? 
Sometimes off line 
meetings or prep meetings 
are required to discuss 
potential solutions before 
going back to the wider 
WCI Group. 
 
How is the partnership 
approach to change being 
actively promoted across 
the organisation e.g. 
engaging with unions, 
professional bodies or 
other services 
Both PCC and acute 
stakeholders are members 
of the WCI Group and have 
a say on it.  Solutions are 
routinely sought for any 
issues raised  
 
How can factors in the 
broader political 
environment be addressed 
including relationships with 
local and national 
representatives & media. 
Any solutions implemented 
to improve discharge will 
satisfy senior management, 
representatives and the 
media. 
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Appendix 7 – Pre-implementation Interview 
 
Sample Pre-implementation Semi-Structured Interview – Liaison Nurse 
Name     
 
1. What is the difference between the role of a bed manager and the role of a 
discharge co-ordinator? 
 
 
2. Why would an interim home care package be used?  
 
 
3. When and who would apply for an iHCP?   
 
 
4. Please outline the process that you follow in relation to an iHCP – What do 
you do?  
 
 
5. What is the usual notice you receive of a discharge and from whom? 
 
 
6. What forms do you fill in and where are they submitted?   
 
 
7. Do only iHCP discharges come through you? 
 
 
8. What are the issues in relation to the iHCP process? 
 
 
9. What are the gaps in the process? 
 
 
10. What are the things that work well? 
 
 
11. Do you have any suggestions in relation to the process? 
 
 
12. What would work well in terms of off duty of the liaison nurse?  
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Appendix 7a –  Issues Log  
 
Analysis of the issues raised at semi-structured interviews pre-
implementation  
 
Key to the results: 
Issues are the problems or gaps identified by interviewees at semi-structured interviews. 
Weighting is the number of times the interviewees mentioned the issue. 
Actions are the steps taken to mitigate the issues and gaps raised. 
 
No Category Issues Issues Issues Issues 
1 Criteria Need to clarify for 
whom interim home 
support is used 
Lack of referral 
criteria 
What about patients 
with existing home 
help or HCP 
services or very 
complex patients 
(MDT meeting) 
HHC and PHN 
request DCO to 
request iHS for 
clients with existing 
services and after 
MDT 
  Weighting 5 5 6 6 
  ACTIONS Define referral 
criteria 
Define referral 
criteria 
Outline process for 
patients with existing 
home help or HCP 
services or very 
complex patients 
(MDT meeting) 
Review and define 
protocol; define 
referral criteria to 
avoid PHN or HHC 
requesting DCO to 
apply for iHS when 
clients have existing 
services 
2 Protocol Not all steps are 
captured with 
current process 
Need to define what 
happens during 
leave periods 
Is the name suitable Deal with HCP 
Guidelines issues 
  Weighting 3 12 5 3 
  ACTIONS Review, revise and 
publish protocol, to 
include all relevant 
current steps 
Devise sub-protocol 
for leave periods 
Reframe the name 
of the protocol 
Determine if interim 
home support fits as 
a HCP; if not should 
the referrals be 
submitted as HCP? 
3 Roles Need to clarify the 
roles - who does 
what and when  
Home helps should 
be used to provide 
iHS in the first 
instance 
DCO, PHN, HSM 
and liaison nurse all 
contacting HHCO re 
same patient  
When HHC is on 
holidays usually a 
private provider is 
used - can't organise 
home help?  Very 
difficult to convert to 
home help when 
other service 
established 
  Weighting 2 4 1 3 
  ACTIONS Clearly define roles 
and responsibilities 
for each step of the 
interim support 
process 
Home helps should 
be the first port of 
call to fulfil iHS 
requirements; 
Include this as part 
of the protocol 
Clarify the protocol 
to avoid duplication 
of DCO, PHN, HSM 
and liaison nurse all 
contacting HHCO re 
same patient 
When HHC is on 
holidays usually a 
private provider is 
used as can't 
organise home 
help?  Very difficult 
to convert to home 
help when other 
service established.  
Clarify the protocol 
in this regard, being 
cognisant of the new 
home help contract 
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4 Resource
s 
Need to clarify who 
funds interim home 
support and the 
liaison nurse 
resource 
Simplify if possible 
liaison nurse tasks 
Business case for 
0.4 liaison nurse 
post - delays getting 
clients assessed - 
lack of resource - 
clients remain in 
hospital over the 
weekend as they are 
not assessed - not 
enough time to 
revert re availability 
of home helps etc 
Organise provision 
of home support 
services in a timely 
way 
  Weighting 5 1 19 13 
  ACTIONS Indicate the funding 
arrangement re iHS 
in the protocol 
Modernise the IT 
support to improve 
ways of 
disseminating 
information; improve 
forms; devise criteria 
to avoid poor 
referrals 
Request the general 
manager's approval 
to increase the 
liaison nurse 
resource from 0.6 
WTE to 1 to cover 2 
other days and 
periods of leave; 
prepare and submit 
business case 
Outline steps to 
organise provision of 
home support 
services in a timely 
way 
5 Forms Liaison nurse copies 
information from 
assessment form to 
other assessment 
form for other 
stakeholders, to 
advise of outcome of 
assessment and to 
request approval 
Need to manage 
discharge 
information for 
PHN/HHC on time 
HHC fills in the set 
up (rainbow) form on 
their first visit to the 
client with the home 
help.  The PHN fills 
in the same form – 
duplication 
Need to improve 
communication to 
advise DCO of 
outcome of 
assessment 
  Weighting 6 2 2   
  ACTIONS Devise an 
assessment form 
suitable for all 
stakeholder 
information 
requirements 
Devise an 
assessment form 
suitable for all 
stakeholder 
information 
requirements 
Remove duplication 
in the protocol re 
both PHN and HHC 
completing set up 
form, and, and 
advise HSM and 
DON of this practice 
Scan assessment 
form to DCO with 
level of services to 
be provided 
6 Communi
cations 
Need to improve 
communication to 
manage patients 
expectations 
Need to advise of 
discharge dates 
asap 
Need to check with 
DCO prior to actually 
going to carry out 
assessment 
Need to ensure all 
clients that need a 
supported discharge 
appear on home 
support list.  They 
shouldn't appear on 
the delayed 
discharge list initially 
without appearing on 
the list requiring 
home supports first 
  Weighting 3 4 2 3 
  ACTIONS Devise a patient 
information sheet  
Advise liaison nurse 
and or PHN/HHC of 
discharge dates 
asap and include 
this step in the 
revised protocol 
Liaison nurse must 
check with DCO 
prior to visiting 
patient to ascertain if 
they are fit for 
discharge, include 
this step in the 
revised protocol 
Agree protocol re 
acute discharge lists 
as above 
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7 Other HCP - who provides 
HCPs; are HCPs 
available; check 
issue with web site - 
confusion 
No home help 
services after 8 in 
the evenings 
Issue arranging 
services on a Friday 
- discharges can be 
delayed  as can't 
contact PHN/HHC or 
no home helps 
available  
Were home help 
services available 
over Christmas 
  Weighting 11 1 6 2 
  ACTIONS Advise HSM and 
GM of the issue re 
HCP - who provides 
HCPs; are HCPs 
available; check 
issue with web site - 
confusion 
Advise HSM and 
GM of the issue of 
the lack of 
availability of home 
helps after 8 pm  
Advise HSM and 
DON of the issue of 
arranging services 
on a Friday as  
discharges can be 
delayed  as can't 
contact PHN/HHC or 
no home helps 
available  
Raise the issue of 
availability of home 
helps services over 
Christmas with HSM 
 
Report on results of semi-structured interviews 
 
220 items of good practice, issues, gaps or components of the original protocol were 
documented as part of the semi-structured interview process.  135 of these were key issues 
and are summarised in the above table.  These were categorised under eight headings i.e. 
Criteria, protocol, roles, resources, forms, communication and other.  Following an analysis of 
the data a subgroup meeting was held to identify actions to mitigate the issues as follows 
using the headings:  
 
Criteria 
Devise criteria to avoid poor referrals.  
Outline process for patients with existing home help or HCP services or very complex patients 
(MDT meeting). 
Review and define protocol; define referral criteria to avoid PHN or HHC requesting DCO to 
apply for iHS when clients have existing services.  
 
Protocol 
Review, revise and publish the protocol to include all relevant current steps. 
Devise sub-protocol for liaison nurse leave periods. 
Determine if interim home support fits as a HCP; if not should the referrals be submitted as 
HCP? 
Reframe the name of the protocol. 
 
Roles 
Clearly define roles and responsibilities for each step of the interim support process.  
Home helps should be the first port of call to fulfil iHS requirements; Include this as part of the 
protocol.   
Clarify the protocol to avoid duplication of DCO, PHN, HSM and liaison nurse all contacting 
HHCO re same patient. 
When HHC is on holidays usually a private provider is used as can't organise home help?  
Very difficult to convert to using a home help when the other service is established.  Clarify 
the protocol in this regard, being cognisant of the new home help contract. 
 
Resources 
Indicate the funding arrangement re iHS in the protocol. 
Modernise the IT support to improve ways of disseminating information; improve forms. 
Request the general manager's approval to increase the liaison nurse resource from 0.6 WTE 
to 1 to cover 2 other days and periods of leave; prepare and submit business case. 
Outline steps to organise provision of home support services in a timely way. 
 
Communications 
Devise a patient information sheet. 
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Advise liaison nurse and or PHN/HHC of discharge dates asap and include this step in the 
revised protocol. 
Liaison nurse must check with DCO prior to visiting patient to ascertain if they are fit for 
discharge, include this step in the revised protocol  
Agree the protocol re the acute discharge lists. 
 
Forms 
Devise an assessment form suitable for all stakeholder information requirements. 
Remove duplication in the protocol re both PHN and HHC completing set up form, and, and 
advise HSM and DON of this practice.  
Arrange to scan assessment form to DCO with level of services to be provided. 
 
Other 
Advise HSM and GM of the issue of the lack of availability of home helps after 8 pm. 
Advise HSM and GM of the issue re HCP - who provides HCPs; are HCPs available; check 
issue with web site – confusion. 
Raise the issue of availability of home helps services over Christmas with HSM. 
Advise HSM and DON of the issue of arranging services on a Friday as discharges can be 
delayed as can't contact PHN/HHC or no home helps available. 
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Appendix 7b – Summary Issues Log 
 
Summary Analysis of the issues raised at semi-structured interviews pre implementation  
 
No.  Category Issues Issues Issues Issues 
1 Criteria 
Issues 
Unsure which patients can be 
supported by iHCP – confusion 
regarding referrals   
Lack of referral criteria Issue re services for patients 
with existing home help or HCP 
services or very complex 
patients (MDT meeting) 
HHC and PHN request DCO to 
request iHCP for clients with 
existing services & after MDT 
meetings 
 Weightin
g  
5 5 6 6 
2 Protocol 
Issues 
Not all steps are captured in the 
protocol 
Need to define what happens 
during leave periods – confusion 
as to how to access iHCP during 
liaison nurse leave  
Query re the suitability of the 
protocol’s name  
HCP Guideline issues.  Should 
iHCP be categorised as a HCP? 
 Weightin
g  
3 12 5 3 
3 Roles 
Issues 
Need to clarify the roles - who 
does what and when throughout 
the protocol 
Unsure whether home helps 
should be used to provide iHCP 
in the first instance? 
DCO, PHN, HSM and liaison 
nurse all contacting HHC re 
same patient 
When HHC is on leave, a private 
provider is often used as no 
mechanism to organise HSE 
home help?  Very difficult to 
convert to home help when other 
service established 
 Weightin
g  
2 4 1 3 
4 Resourc
e Issues 
Need to clarify who funds iHCP, 
including resources 
Need to simplify tasks 
undertaken by liaison nurse e.g. 
LN rewrites a shorter inadequate 
summary form following 
assessment to disseminate to 
relevant stakeholders, 
photocopying this multiple times, 
wasting her time.   
Delays with patients’ 
assessments due to lack of 
resource so patients remain in 
hospital over the weekend 
awaiting assessment.  Liaison 
nurse only works 0.6 WTE. no 
cover for leave.  Not enough 
time for HHC to revert re 
Querying provision of HSS in a 
timely way 
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availability of home helps etc. so 
private providers used.   
 Weightin
g  
5 1 19 13 
5 Issues 
with 
Forms 
Liaison nurse copies information 
from assessment form to shorter 
assessment form to advise 
stakeholders of outcome of 
assessment and to request 
approval 
Need to manage discharge 
information to be available for 
PHN/HHC on time 
HHC fills in the set-up (rainbow) 
form on their first visit to the 
patient with the home help.  The 
PHN fills in the same form, query 
duplication? 
Need to improve communication 
to advise DCOs of outcomes of 
assessments 
 Weightin
g  
6 2 2  1 
6 Commun
ication 
Issues 
Need to improve communication 
to manage patients expectations 
Need to advise DCO, PHN & 
HHC of discharge dates asap.  
There’s  confusion and 
duplication re communication 
Need to check with DCO prior to  
carrying-out assessment to 
check if patient is still fit for 
discharge 
Need to ensure patients that 
need a supported discharge 
appear on home support list.  
They shouldn't appear on the 
delayed discharge list initially 
without appearing on the first list  
 Weightin
g  
3 4 2 3 
7 Other 
Issues 
Who provides HCPs; HCPs are 
available on the HSE web site? 
Confusion re availability of HCP 
Confusion as to the availability of 
HSS after 8pm in the evenings 
Issue arranging services on a 
Friday.  Discharges can be 
delayed  as can’t arrange 
services or can't contact 
PHN/HHC or no home helps 
available.  The loss of the former 
functionality of the CIT to 
support discharges was 
highlighted.   
Were home help services 
available over Christmas? 
 Weightin
g  
11 1 6 2 
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Appendix 8 - Activities for Change Template 
 
Purpose: 
To ensure there is sufficient readiness and capacity for change. 
 
Steps: 
1. Lead by example 
Show enthusiasm, be motivated, schedule meetings without undue delay 
so as not to loose momentum, conduct initial semi structured interviews 
and the literature review as an evidential basis  
2. Create a shared vision 
a. Service plan – WHAT DOES IT SAY IN RELATION TO 
DISCHARGES fewer delays??? – current hospital lists showing 
delayed discharges – pressure on beds noted – less grief for all 
stakeholders including PCC staff and DCOs when there aren’t 
delays 
b. Improved discharge aids PCC (PHNs / HHC), acute sites (DCO) 
and clients waiting for beds 
c. Better discharge information will help HHC and PHNs 
d. Improved protocol will improve patient outcomes – better, safer 
discharge home without delays, satisfying client preferences 
e. Improved protocol will assist DCOs as there will be an alternate 
protocol to handle iHCPs during leave  
f. Clients with existing services won’t be delayed, if they only require 
the same level of services prior to admission to be safely 
discharged home, as same level services can be reactivated 
without an iHCP referral or waiting for liaison nurse assessment or  
3. Focus on service users, communities and population 
a. Clients with existing services won’t be delayed, if they only require 
the same level of services prior to admission to be safely 
discharged home, as same level services can be reactivated 
without an iHCP referral or waiting for liaison nurse assessment or  
b. Improved protocol will improve patient outcomes – better, safer 
discharge home without delays i.e. leave periods covered and only 
new or increased hours requests will have to wait for assessment  
4. Engage key stakeholders 
a. All stakeholders were interviewed and their issues gaps and 
suggestions were included in the feedback 
b. Key stakeholders were involved in designing the new protocol and 
helped devise solutions for issues raised 
5. Communicate relentlessly 
a. Communications at WCI meeting 
b. Communication via semi structured interviews 
c. Communication at sub group meeting 
d. Communication via e-mail to launch new protocol 
e. Communication via road show to DCOs, as they fall outside PCC 
governance 
f. Communication via re-interviews 
g. Communication via Follow-up WC meeting 
 107 
6. Resource the change 
a. I acted as the change agent 
b. Recommendation of further WTE Liaison nurse post to be 
resourced 
7. Support effective team working 
a. Via WCI meetings 
b. Prep meetings prior to sub group meeting 
c. Recommendations carried out – apply for additional component of 
liaison nurse post 
d. Giving voices to all stakeholders  
e. Feedback following 6 weeks implementation 
f. GM back up  
8. Attend to the people and culture aspects of change 
a. Using specific relevant semistructured interviews for all different 
stakeholder groups 
b. Going to meet the stakeholders in their place of work 
c. Trying to attend to immediacy of DCO needs whilst ensuring that 
discharge is safe 
9. Establish a sense of urgency and pace the change 
a. Act immediately to solve the issues raised in a timely manner 
b. Hold the subgroup meeting as soon as possible following its 
establishment. 
c. Conduct the review of the protocol and redesign to solve issues 
d. Institute a protocol for leave periods so assist all involved 
stakeholders 
10. Balance stability and change 
a. Ensure forms were improved 
b. Ensure upgrade of IT support 
c. Ensure all involved in protocol were met so they understand the 
protocol 
11. Support continuous learning and evaluation 
a. Review again after a time 
b. Have an evaluation meeting for further feedback 
12. AGAIN 
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Appendix 9 - PEST Framework 
To identify the drivers for change: 
 
Political  
Acute hospital service plan. 
Performance measures look at the 
numbers of delayed discharges. 
Trolleys in ED. 
Reduce length of stay in acute 
hospitals, therefore need to turn beds 
over and move older persons home 
asap safely with support – PQs, 
representations when there are large 
delays accessing acute hospitals. 
Huge media interest in home help 
provision. 
HSE’s vsion of easy access, public 
confidence and staff pride. 
 
Economic 
Large budget provided to home 
support i.e. home helps and HCP. 
Cheaper to keep patients at home 
and not in acute beds. 
More beneficial for hospitals to have 
shorter LOS and to treat more 
patients – HIPE funding. 
 
Socio-cultural 
Patients prefer being at home. 
Mean age of population is increasing 
so there is a higher number of older 
persons being admitted to acute care 
– delays in their discharge if there 
isn’t adequate support on discharge. 
Pressure on staff to turn beds and 
facilitate discharge asap. 
Delayed discharge lists show delays 
in the provision of home support – 
blocking beds. 
Roles, responsibilities and protocol 
not clear re discharge when home 
support is required. 
 
Technical 
Discharge information is often faxed 
(difficult to read – poor and older fax 
machines) or posted so is late 
arriving. 
Photocopier used by liaison nurse 
often breaks down so the requisite 
discharge information can’t be passed 
on to relevant parties.   
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Appendix 10 – Readiness and Capacity 
 
Template to Assess Readiness and Capacity for Change 
 
Organisational, team or stakeholder group: 
Rate the stakeholder group 
from the perspective of 
readiness and capacity for 
change 
Readiness – How do 
you rate readiness? 
Capacity – how do you 
rate capacity? 
Activities for change High Medium  Low High Medium  Low 
Overall readiness and capacity 
of the leaders to bring about 
effective change – hospital 
managers and community 
services general manager 
Yes   Yes   
Bed Managers, DPHN and 
HSM 
Yes   Yes   
Level of responsiveness to the 
urgency for the change 
 Yes  Yes   
The level of shared 
understandings for the vision 
for change 
Yes   Yes   
The level of focus on service 
users, communities and local 
population 
Yes   Yes   
The effectiveness of 
communication processes both 
internally and externally 
 Yes    Yes 
The orientation towards team 
working and working across 
boundaries 
 Yes   Yes  
The levels of engagement and 
partnership working based on 
experiences to date 
 Yes   Yes  
The culture of continuous 
learning and evaluation 
Yes   Yes   
The level of resources 
available to support the 
change.  Consider factors such 
as people, financial, ICT, 
accommodation, infrastructure 
 Yes    Yes 
The capacity to balance 
stability and change 
Yes   Yes   
 6 5  7 2 2 
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Appendix 11 - Force Field Analysis: 
 
 
 
 
 
 
 
Hindering Forces Driving Forces 
PHNs like the iHCP and insist it is used, 
sometimes inappropriately as it buys them 
time before they have to carryout an 
assessment 
No cover during liaison nurse leave 
Some sectors have no PHN and or HHC 
cover 
Inappropriate referrals 
Staff do what they know and sometimes they 
take shortcuts, not sticking to the protocol 
Patients delayed being assessed 
Inadequate notice of discharge Liaison nurse only works 3 days per week 
Confusion over the name and whether the 
protocol is deemed a HCP 
Patients remain in hospital over the weekend 
without being assessed for iHCP 
 PHNs and HHC not receiving appropriate 
discharge information in a timely way 
 Poor IT solutions 
 Confusion over roles and responsibilities in 
the protocol 
 No clear criteria for referrals 
 The new national home help contract 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Hindering Forces Driving Forces 
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Appendix 12 - SWOT 
 
Current interim home care package process SWOT analysis 
 
Strengths 
 Documented protocol in situ for a brief 
period but never reviewed or audited 
 Liaison nurse post holder in situ  
 Winter Capacity Initiative Group 
meetings allow issues to be raised and 
discussed 
 
Weaknesses 
 No cover provided for the liaison nurse 
role during leave 
 No defined alternate protocol 
documented for liaison nurse leave 
periods 
 Liaison nurse always carries over a list 
of clients to be assessed from one week 
to the next (potential delayed 
discharges) 
 Liaison nurse only works part-time 
 There’s a lack of discharge information 
issued to the PHN and HHC  
Opportunities 
 Issues raised prompted a review of the 
protocol to be carried out 
 Need to redefine the referral parameters 
so as the number of referrals might be 
reduced 
 Need to document clear referral criteria, 
wastes liaison nurse time carrying out 
inappropriate assessment and delays 
actioning appropriate measures to aid 
client discharge 
 Client outcomes following receipt of an 
iHCP were never reviewed to date and 
are to be included in the project 
 Expenditure, client numbers or hours 
have never been analysed for trends 
and the analysis is to be included in the 
project 
 
Threats 
 Potential for delayed discharges if 
issues not resolved across 4 sites 
 Issue that HCP guidelines in relation to 
the current iHCP process have not been 
implemented 
 Lack of discharge information which 
could compromise client safety and well 
being 
 
Plus Delta approach – how could these weaknesses be improved: 
 No cover provided for the liaison nurse role during leave 
Plus Delta Develop a sub-protocol to cover leave periods 
 No defined alternate protocol documented for liaison nurse leave 
periods 
Plus Delta Develop a sub-protocol to cover leave periods 
 Liaison nurse always carries over a list of clients to be assessed from 
one week to the next (potential delayed discharges) 
Plus Delta Devise a solution for the other two days per week 
 Liaison nurse only works part-time 
Plus Delta Devise a solution for the other two days per week 
 There’s a lack of discharge information issued to the PHN and HHC 
Plus Delta Devise a solution to improve information distribution 
Plus Delta Devise a solution to improve the quality of information 
disseminated to clients, PHNs and HHCs 
 
Plus Delta approach – how could these threats be improved: 
 Potential for delayed discharges if issues not resolved 
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Plus Delta Devise a solution so that liaison nurse only receives 
appropriate referrals – devise referral criteria 
Plus Delta Devise a solution to provide cover during liaison nurse 
leave 
Plus Delta  Devise a solution to provide a means to reduce number 
of patients carried over  
 Issue that HCP guidelines in relation to the current iHCP process have 
not been implemented 
Advise the general manager of the issues in relation to 
the name and associated responsibilities 
 Lack of discharge information identified which could compromise client 
safety and well being 
Plus Delta Devise a means to collate and disseminate appropriate 
discharge information 
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Appendix 13 – Organisational and Stakeholder Impact 
Assessment Template 
Describe 
Current 
Situation 
Transition from 
Current to 
Future State 
Transition from 
Current to 
Future State 
Transition from 
Current to 
Future State 
Describe 
Future Vision 
As Is Organisational 
– Internal and 
External Levels 
– Service and 
Team Levels 
Service User 
and Local 
community 
perspective 
Individual Staff 
Member 
To Be 
Current 
documented 
protocol for 
iHCP 
New protocol to 
be documented 
Fewer delays for 
patients; clear 
referral criteria 
Clearer roles 
and 
responsibilities 
Documented 
protocol for 
home support 
services for 
discharge 
DCOs don’t 
always contact 
local PHN to 
assess current 
level of services 
DCOs will check 
with PHN re 
current level of 
services and 
reactivate same 
without involving 
liaison nurse 
Clients with 
existing services 
will be 
discharged more 
quickly so fewer 
clients delayed; 
greater number 
of clients 
discharged 
safely home 
DCO will only 
refer new clients 
and clients who 
need an 
increase in 
home support to 
return home.  
Liaison nurse 
will only assess 
appropriate 
clients and will 
utilise her time 
better.  DCO will 
facilitate 
discharge for 
clients with 
existing services 
In protocol DCO 
to check with 
local PHN re 
current level of 
services 
Clients with 
existing services 
who could be 
discharged 
home safely at 
that level are 
still referred for 
an iHCP 
Resources 
utilised more 
effectively   
Only clients 
which fit the 
criteria will be 
assessed for 
his.  Clients with 
existing services 
will be 
discharged more 
quickly without 
use of the 
protocol 
PHN will 
reactivate 
services through 
the HHC 
DCO can 
reactivate 
existing level of 
services without 
an home 
support referral 
through the PHN 
Complex 
patients being 
referred for iHS 
Adequate notice 
of discharge will 
be given so all 
stakeholders 
can attend – set 
up 
teleconferencing 
facilities so 
everyone can at 
least ring 
Patient’s 
discharge will be 
planned  
Relevant 
community and 
hospital staff will 
meet to plan the 
discharge 
Multidisciplinary 
team (MDT) 
meeting 
happens and 
the discharge is 
planned – no 
iHS referral 
required 
Short form 
issued by fax to 
PHN/HHC with 
insufficient  
discharge 
New 
assessment 
form devised 
giving better 
information; 
Adequate 
patient 
information will 
be available to 
PHN and HHC 
New 
assessment 
form devised 
and completed 
by liaison nurse, 
New more 
detailed 
assessment 
form to be 
scanned to HHC 
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information  Short form no 
longer 
completed by 
liaison nurse so 
better use of her 
time   
and DCO scanned to all 
relevant 
stakeholders 
and PHN  
Often the liaison 
nurse rechecks 
with DCO if 
client is still 
medical ready 
for discharge 
prior to 
assessment and 
informs DCO if 
iHCP is 
approved 
Better use of 
liaison nurse 
time in case 
patient had 
fallen ill again, 
avoids wasted 
journeys.  DCO 
also is informed 
of out comes 
from 
assessment. 
Client is 
attended if they 
are sick. 
Liaison nurse 
required to  
check if client is 
still ready for 
discharge prior 
to assessment 
and must inform 
DCO if home 
support is 
approved by 
scanning 
completed new 
assessment 
form 
Liaison nurse 
required to  
check if client is 
still ready for 
discharge prior 
to assessment 
and must inform 
DCO if home 
support is 
approved by 
scanning 
completed new 
assessment 
form 
No client 
information 
sheet 
Clearer 
information for 
all 
Client informed 
by what is 
meant by an iHS 
Helps PHN and 
HHC if following 
PHN 
assessment 
they need to 
reduce the 
amount of home 
support being 
provided 
Introduce new 
client 
information 
sheet 
No protocol for 
liaison nurse 
leave periods 
Service will 
continue to be 
provided even 
during periods of 
leave 
Patients won’t 
be delayed if the 
liaison nurse is 
on leave 
DCO can still 
activate protocol 
by using sub-
protocol.  
Liaison nurse 
won’t have a 
huge waiting list 
on her return 
from leave 
New protocol for 
periods of leave 
 
 
 
 
 
 
 
 
 
 
 
Appendix 14 - The Project Plan 
 
  The Plan     
  Project Actions Date for 
Completion 
Responsible 
Person 
1 Collate number of clients, amount and number of hours per month for 2011 Complete  SOS 
1 Collate number of clients, amount and number of hours per month for 2012 Complete  SOS 
1 Collate number of clients, amount and number of hours per month for 2013 Complete  SOS 
1 Compare the figures by month for 2011, 2012 and 2013 to identify trends - are there any trends in numbers of clients, 
amount € or number of hours by month? 
Complete  SOS 
1 Write up comparison and outline trends if any (Appendix 2) Complete  SOS 
1 Make recommendations re funding at certain times of year Complete  SOS 
2 Take 27 clients from 2011 and check after one month, 6 months and one year what home supports (home help) they 
received? Check their status (10% clients in receipt of iHCP) 
Complete  SOS 
 
2 Take 21 clients from 2012 and check after one month, 6 months and one year what home supports (home help) they 
received? Check their status (10% clients in receipt of iHCP) 
Complete SOS  
2 Take 19 clients from 2013 and check after one month, 6 months and one year what home supports (home help) they 
received? Check their status (10% clients in receipt of iHCP) 
Complete  SOS 
2 Compare and check for any patterns after one month, six months or after one year post receipt of iHCP (Appendix 27) Complete  SOS 
3 Retrieve the original iHCP process from HSM Complete  SOS 
3 Review WCI meetings and identify issues  Complete  SOS 
3 Devise semi-structured interview questionnaire based on WCI meetings and the original process Complete  SOS 
3 Customise semi-structured interview for HSM, HHC, bed manager, DCO, PHN, ADPHN, HSO, DPHN Complete  SOS 
4 Complete and analyse the Plan to Lead by Example Template (Appendix 3) Complete  SOS 
4 Complete and analyse a stakeholder analysis.  Identify high influence stakeholders. (Appendix 4) Complete  SOS 
4 Complete a Power Interest Matrix (Appendix 5) Complete  SOS 
4 Complete an Organisational Politics Questionnaire (Appendix 6) Complete  SOS 
4 Complete the Activities for Change Template (Appendix 8) Complete  SOS 
4 Complete the PEST Framework (Appendix 9) Complete  SOS 
4 Complete the Readiness and Capacity for Change Template (Appendix 10) Complete  SOS 
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4 Complete a Force Field Analysis (Appendix 11) Complete  SOS 
4 Complete a SWOT Analysis (Appendix 12) Complete  SOS 
4 Complete an Organisation and Stakeholder Impact Assessment Template (Appendix 13) Complete  SOS 
4 Complete the Communication Prompts and Template (Appendix 15) Complete  SOS 
4 Complete the post project Impact Statement (Appendix 22) Complete  SOS 
5 Set up interview with home support managers x 2 Complete  SOS 
5 Set up interview with bed manager CUH Complete  SOS 
5 Set up interview with DCO x 2 in CUH Complete  SOS 
5 Set up interview with DCO x 2 in SIVUH Complete  SOS 
5 Set up interview with DCO in MUH Complete  SOS 
5 Set up interview with ADPHNs  Complete  SOS 
5 Set up interview with DPHN SL & NC Complete  SOS 
5 Set up interviews with PHNs Complete  SOS 
5 Set up interviews with HHC Complete  SOS 
5 Set up interview with home support office staff and general manager Complete  SOS 
5 Ascertain if there are any deviations from the written protocol by going through the process with the HSM x 2, 
ADPHNs, DPHN, Liaison Nurse, DCO x 5 and one bed manager 
Complete  SOS 
5 Analyse semi-structured interviews and identify issues, gaps suggestions and good practice. Complete  SOS 
5 Collate issues and suggestions Complete  SOS 
5 Collate gaps Complete  SOS 
5 Collate good practice Complete  SOS 
5 Make recommendations re processes Complete  SOS 
5 Agree sub-group with general manager Complete  SOS 
5 Establish the sub-group at the WCI meeting Complete  SOS 
5 Circulate findings to sub-group prior to revising protocol Complete  SOS 
5 Meet key sub-group member prior to sub-group meeting Complete  SOS 
5 Arrange sub-group meeting Complete  SOS 
5 Revise the protocol  Complete  SOS 
5 Validate revised protocol with sub-group  Complete  SOS 
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5 Receive approval from general manager for new protocol Complete  SOS 
5 Arrange general manager to circulate the revised protocol – e-mail Complete  SOS 
5 Meet DCOs to launch revised protocol Complete  SOS 
5 Meet HSMs to launch revised protocol Complete  SOS 
5 Meet other key staff to launch the revised protocol Complete  SOS 
5 Amend assessment form Complete  SOS 
5 Devise new patient information sheet Complete  SOS 
5 Arrange new MFD  Complete  SOS 
5  Complete  SOS 
6 Evaluation – re-interview HSM x 2 following implementation Complete  SOS 
6 Evaluation – re-interview liaison nurse following implementation Complete  SOS 
6 Evaluation – interview DCOs x 8 following implementation Complete  SOS 
6 Evaluation – re-interview ADPHN/DPHN x 3 following implementation Complete  SOS 
6 Evaluation – interview PHNs and HHC Complete  SOS 
6 Analyse and collate evaluation Complete  SOS 
6 Identify any remaining shortfalls or issues with revised process and identify solutions Complete  SOS 
    
  Thesis Actions     
1 Abstract Complete  SOS 
2 Poster Complete  SOS 
3 Literature Review Actions   
3 Identify key search terms Complete  SOS 
3 Devise excel table with key search terms Complete  SOS 
3 Read and identify points from 20 articles  Complete  SOS 
3 Write up key search terms and method (dates etc) Complete  SOS 
3 Write up literature review findings Complete  SOS 
4 Methods Actions   
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4 Read a number of change models and identify key differences Complete  SOS 
4 Describe why I choose HSE Change Model Complete  SOS 
5 Introduction Actions   
5 Devise project Aim Complete  SOS 
5 Devise project Objectives – refine continuously Complete  SOS 
6 Table of Contents Complete  SOS 
7 Evaluation Complete  SOS 
8 Discussion and Conclusion (including recommendations) Complete  SOS 
9 References Complete  SOS 
  Reflective Practice Actions Complete  SOS 
1 Reflective in practice 1 Complete  SOS 
2 Reflective in practice 2 Complete  SOS 
3 Reflective in practice 3  Complete  SOS 
4 Reflective in practice 4 Complete  SOS 
5 Reflective in practice 5 Complete  SOS 
6 Reflection on practice  Complete  SOS 
7 Reflective diary 1 September Complete  SOS 
7 Reflective diary 2 October Complete  SOS 
7 Reflective diary 3 November Complete  SOS 
7 Reflective diary 4 December Complete  SOS 
7 Reflective diary 5 January Complete  SOS 
7 Reflective diary 6 February Complete  SOS 
7 Reflective diary 6 March Complete  SOS 
7 Reflective diary 6 April Complete  SOS 
Appendix 15 - Communication Prompts and Template 
 
Who? What? How? When? Outcome? 
     
Who are we 
communicatin
g with? 
What does 
your audience 
already know? 
What is the 
most 
appropriate 
method or 
means of 
communication
s? 
When is 
the best 
time to 
share this 
information
?  How 
frequently 
should 
information 
be shared? 
How will 
feedback 
about the 
change be 
received and 
acted upon? 
Winter 
Capacity 
Group; the 
GM; HSM; 
DCOs; HHC; 
DPHNs; 
ADPHNs; 
PHNs and 
clients 
There is a 
current 
protocol, 
current 
assessment 
form,  
Meetings with 
all stakeholder 
groups for their 
opinions.  Meet 
with key 
stakeholders 
prior to each 
WC Group 
meeting and 
prior to the sub 
group meeting.  
E-mail new 
protocol to 
circulate.  
Carryout road 
show to inform 
HSM x 2, DCOs 
x 9, DPHN (line 
manager to 
liaison nurse) 
Information 
should be 
shared 
after each 
meeting, 
data 
gathering. 
It will be 
supported by 
Managers of 
each service 
involved in 
the process – 
change will 
be issued 
and actioned 
by them – 
followed up 
by further 
review to 
ensure its 
enacted 
 What is the 
content of the 
message, 
what message 
do you want 
to give?  What 
do you want 
your audience 
to do 
differently 
when you 
have 
communicate
d?  What 
other issues 
How will you 
tailor your 
message to 
meet the needs 
of your 
audience and 
who is best 
placed to 
deliver the 
message? 
GM will chair 
WC group 
meetings and 
send out new 
approved 
Should 
deadlines 
be set? 
How will the 
impact and 
effectiveness 
of the 
communicatio
n processes 
be attested 
and acted 
upon? 
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are your 
audience 
already 
dealing with? 
protocol.  I will 
meet and chair 
sub group 
meeting.   
 Carry out 
using the new 
protocol.  Use 
new client 
information 
sheet.  Use 
different 
pathways to 
reactivate 
same level of 
services for 
clients for safe 
discharge v’s 
new or 
increase level 
of required 
services.  Use 
new 
assessment 
form and 
circulate to 
PHNs and 
HHC 
 Deadlines 
should be 
set at WC 
Group 
meetings 
Road show to 
followup and 
ensure 
understandin
g of change. 
2nd set of 
semi 
structured 
interviews to 
ensure 
process 
implemented 
and issues 
mitigated – to 
ensure 
message is 
out. 
Review at 3rd 
WC meeting. 
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Appendix 16 - Interim Home Support (iHS) Protocol 
 
Provision of interim home support is designed to facilitate a timely 
safe discharge home for an older person in Cork ISA from an acute 
hospital stay.  Interim home support is comprised of care hours 
which are provided immediately post hospital discharge.  This allows 
time for the community nursing team to conduct an assessment in 
the home environment to determine the older persons ongoing care 
needs.  This type of home support is allocated in general within 
limits of a maximum of 10 hours per week for a maximum of 2 
weeks. 
 
Diagram 2 - To support discharges from an acute or 
community hospital where the client requires up to 10 hours 
home support per week 
 
1. A new client or an existing client who requires an increase to 
their existing home support to their existing home support 
service is identified by the Discharge Co-ordinator (DCO) as 
requiring immediate essential home support to facilitate their 
discharge home. 
2. The DCO contacts the area PHN to discuss the client’s needs, to 
establish existing levels of service and to explore the level of 
immediate and essential home support required to enable a safe 
discharge home.  The PHN Service will assess client needs 
following their return home.  
3. The DCO contacts the client and or next of kin for their consent 
to interim home support. 
4. The DCO completes the form for interim home support and faxes 
the request to the community liaison nurse.  If the form is 
incomplete the community liaison nurse will return the form to 
the DCO for completion. 
5. The community liaison nurse logs the request, diaries the client 
and liaises with the relevant DCO immediately prior to carrying 
out the assessment to ensure the discharge has been prioritised 
by the hospital and to ensure the client is still suitable to be 
discharged home.   
6. Following assessment of the older person in hospital by the 
community liaison nurse, she will discuss the client with the area 
PHN to agree interim home support and to advise of the 
discharge plan. 
7. The community liaison nurse liaises with the home help co-
ordinator (HHC) to confirm the availability or non availability of 
HSE home help hours and confirms the capacity of the HHC to 
respond in a timely way to the request.  A minimum of 24 hours 
notice is required by the HHC to respond.  If the home support 
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hours are available a discharge date is notified to the HHC to 
organise the support. 
8. Where it is confirmed that hours are available in an area to 
facilitate a discharge of a client but the HHC is unable to facilitate 
the discharge to the non availability of home help staff: the 
community liaison nurse may engage a private service provider 
to implement interim home support until the PHN carries out the 
assessment and ongoing services are established, for a 
maximum period of 2 weeks. 
9. This timeframe may be extended if necessary pending the 
establishment of ongoing services, once the nursing assessment 
has been completed and home support hours have been 
prescribed by the PHN. 
10. The community liaison nurse scans a copy of her assessment, 
including the level of home support to be provided on an interim 
basis and the discharge date to the DCO, PHN, DPHN, HHC, 
Nursing Home Support Office and the general manager (for 
approval), by way of information and for confirmation.  
11. The liaison nurse logs the outcome of the assessment in the 
log.  
12. The HHC or the private provider initiates the home help 
service for a 2 week period. 
13. The client will be assessed by the area PHN during the two 
week period post discharge from hospital.  The ongoing support 
needs will be identified by the PHN and the final allocation 
recommended by the PHN is approved by the ADPHN.  At that 
point the service provided to the client is absorbed within the 
mainstream service allocation by the HHC. 
14. The client continues to be reviewed by the PHN. 
 
 
Process to be used during periods when the liaison nurse is 
on annual leave: 
 
PCC doesn’t currently have an available resource to provide cover 
for periods when the liaison nurse is on annual leave. 
1. The liaison nurse will advise DCOs, PHNs and HHC of any leave 
periods. 
During the annual leave period: 
2. A new client or an existing client, who requires an increase to 
their existing home support service, is identified by the DCO as 
requiring immediate essential home support to return home. 
3. The DCO must complete the revised interim home support form 
and submit it to the PHN.  The DCO discusses, agrees and 
arranges the interim home support in conjunction with the HHC. 
4. The PHN gives a copy of the form to the HHC.  
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5. If the PHN confirms that hours are available, then the discharge 
proceeds.  Once the hours are agreed, then a copy of the 
completed form must be submitted to the liaison nurse.   
6. If the HHC is unable to facilitate the discharge for various 
operational reasons, then the DCO contacts the home support 
manager to organise the interim home support using a private 
provider.  The DCO submits the form to the HSM, who scans it to 
the private provider and the liaison nurse, the PHN, the HHC, the 
DPHN. Noelle Dalton and the general manager (for approval). 
 
 
Recommendations 
 
1. A supplementary 0.4 WTE liaison nurse should be employed to 
cover the days not covered by the existing post holder.  This post 
would also provide a level of cross cover, and vica versa, when 
the current post holder is on leave. 
2. Submit a business case to the area manager to request approval 
to recruit 0.4 WTE. 
 
 
Criteria for the provision of interim home support 
 
1. The client requires immediate and essential support for a timely 
and safe discharge home. 
2. The process can be applied to new clients and clients with an 
existing service with an increased need up to the maximum of 10 
hours per week. 
3. Clients who are admitted for convalescence are not eligible for 
interim home support. 
 
 
Clients with existing home supports 
 
When a DCO identifies a client requiring post acute discharge home 
support but who was already in receipt of home supports prior to 
hospital admission; s/he must liaise with the PHN to establish 
whether the previous service remains available or requires re-
instatement to facilitate the hospital discharge.  The PHN will 
discuss the impending discharge with the HHC to ensure the Home 
Help Service can implement the previous level of services in a 
timely manner.  As long as the existing hours are adequate to 
facilitate the initial discharge period of two weeks and the hours are 
available, interim home support is not warranted and should not be 
pursued. 
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Complex Clients 
In discharge planning for clients who require complex and 
significant home support services; a multidisciplinary meeting is 
generally convened to formalise the discharge plan which the 
relevant personnel from both hospital and community services 
attend.  Once such a multidisciplinary meeting has taken place, with 
the PHN and the HHC in attendance, this should be considered a 
planned discharge and interim home support is generally not 
required.   
 
In such cases an environmental assessment may be carried out 
prior to the planned discharge date.  The PHN and HHC can arrange 
a visit on the date of discharge.  Where it is anticipated that greater 
than 10 hours home support will be required per week then a HCP 
application form should be completed, together with a CSARS.  
These must be submitted to the Home Support Office for approval. 
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Interim Home Support Process - Diagram 2 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Clients with 
Complex 
Needs 
Community 
Setting 
Client continues to 
be reviewed by PHN 
Acute and Community 
Hospitals 
 
Discharges ≤10hrs home 
support per week 
Where it is confirmed that 
hours are available in an area 
to facilitate a discharge of a 
client but the HHC is unable to 
facilitate the discharge for 
various operational reasons, 
then the community liaison 
nurse may engage a private 
service provider to implement 
interim home support for a 
maximum period of 2 weeks or 
until the PHN carries out the 
assessment and ongoing 
services are established. 
 
Client is identified by the 
Discharge Co-ordinator (DCO) 
as requiring immediate 
essential home support to 
return home 
DCO contacts the PHN to 
discuss the client, establish 
existing levels of service & 
explore the level of immediate 
& essential home support 
required to enable a safe 
discharge home. The DCO 
obtains consent from the 
family, contacts the community 
liaison nurse (CLN) to 
determine the suitability of the 
client for an interim home 
support.   
CLN assesses the client & 
liaises with PHN & HHC to 
confirm availability of 
hours capacity to respond. 
HSE home help hours 
available 
The CLN sends a copy of the 
form to all relevant 
stakeholders to confirm 
information re client and 
discharge date 
The HHC initiates home help 
service for 2 week period 
The PHN assesses the 
client within the 2 week 
period to determine the 
ongoing support 
requirement 
Final allocation approved 
by ADPHN.  Client’s 
service is absorbed 
within mainstream 
service allocation by the 
HHC  
HSE home help hours not 
available 
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Appendix 17 – Results Semi-Structured Interview Post 
Implementation 
 
Name     Grade   Location  
 
1. To revise and improve the protocol to facilitate older persons who meet certain 
criteria to be discharged to home safely using up to ten hours home support, using 
evidence and advice from the literature review,  trends in expenditure, patient 
numbers or number of hours provided since the inception of iHCP and an evaluation 
of patient outcomes, by the end of January 2014; and then to reintroduce and 
evaluate this protocol after 6 weeks to ensure that the protocol is of value by the end 
of April 2014.    
 
Out of 20 pre-booked semi-structured interviews, one interviewee pulled out; 7 stakeholders 
hadn’t seen the protocol, 11 were satisfied with the implementation and revised protocol.  3 of 
those interviewed wondered about awareness of the protocol on the ground.  9 interviewees 
understood the reasoning behind the name changes, whilst 6 were totally unaware. 13 think 
that the protocol is clearer and 6 don't know. 16 understood the protocol’s roles and 
responsibilities including those in relation to communication, however there is still some 
confusion in this regards.  A number of interviewees suggested that consideration needed to 
be given to the fact that only the HHC know the actual hours implemented, as it became 
evident during the interviewing process that a number of HHC put in different hours to those 
prescribed by the PHN.  A suggestion was made that the PHN prescribe tasks and agree the 
time it would take a home help to complete the task with the HHC.  The decision in this regard 
should be reflected in the protocol.  9  interviewees were aware that the liaison nurse must 
assess and approve interim home support, however, some HHC insist on carrying out an 
environmental check prior to services being instated for the patient and if they can't do this 
they recommend using private providers.  All interviewees were aware that home help service 
should be used in the first instance ahead of private providers to fulfil the new national home 
help contract.  If a HHC is on leave then often private providers are used, without recourse to 
the HSE home help resource.  This is an issue which needs to be resolved vis-à-vis the new 
home help contract.  17 interviewees were aware of what to do when a HHC is on leave. 16 
knew that the community funds his.  16 think that we should submit a business case to 
increase the liaison nurse resource from 0.6 to 1 WTE to cover leave and to ensure no 
delays.  13 interviewees said that home helps were available on Friday but noted that some 
areas are running out of resources.  If areas are only notified on a Friday of the discharge it is 
very difficult to arrange services.  Several interviewees said CIT is a big loss to supported 
discharges.  There is confusion as to whether iHS is available at weekends and after 8 pm. 9 
interviewees were aware of the availability of home helps on Fridays if notice is given.  3 say 
it is dependent on personnel shortages in certain sectors.  
 
2. To establish clear referral criteria and devise a common assessment form that is of 
use to all relevant stakeholders, to reintroduce and evaluate same by the end of 
January 2014. 
14 interviewees knew the referral criteria and think they are appropriate, 5 hadn't seen them 
at all.  12 say no improvements are required to criteria.  However, there were a number of 
reports that HHC and PHNs on the ground are still inappropriately requesting patients be 
referred for iHS following an MDT.  Teleconferencing should be available for staff who can't 
physically attend an MDT which should be treated as a planned discharge, i.e. no iHS.  There 
were two suggestions that if a patient is in hospital for a long time they should be treated like 
a new patient.  There were a number of suggestions to publicise criteria and protocol via e-
mail again and face to face and agreement that further communication regarding the protocol 
and criteria needs to be carried out to embed same.  Only 7 were aware that iHS were no 
longer included in HCP returns as the criteria don't meet HCP Guidelines.  There were fewer 
inappropriate referrals i.e. 1 in the last 2 weeks to the liaison nurse attributed to the improved 
communication between stakeholders. Only 12 have seen the new assessment form, and all 
thought the information contained therein was adequate.  There was a suggestion to add the 
name of HHC on the assessment form. 
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3. To improve communication in relation to discharges between all relevant 
stakeholders using a new way of disseminating discharge information, and to 
evaluate communication through semi-structured interviews to ensure communication 
has improved by the end of March 2014. 
16 understood the protocol’s roles and responsibilities including those in relation to 
communication, however there is still some confusion in this regards. 9 were aware that the 
liaison nurse contacted the DCO to assess if the patient was still fit for discharge prior to 
assessment.  13 interviewees had seen new assessment form and 10 knew of the change in 
practice of disseminating and making stakeholders aware of necessary information post 
assessment by scanning the completed assessment form with levels of approved iHS when 
approved to all relevant stakeholders.  All thought it was a good idea and much more timely. 
There was a suggestion that the liaison nurse should scan same to the DCOs to advise of the 
assessment outcomes on the same day as wards require this information as soon as possible 
for planning purposes.  Even if iHS is provided through a private provider the DCO still needs 
to know.  There was also a suggestion that the ADPHN be copied in case the PHN was 
absent when scanning.  Only 13 use the discharge lists but they confirmed that they are 
working better now. 14 interviewees didn't think there was an issue contacting personnel on 
Fridays but this could be due to the fact that currently there are a number of areas without 
PHN and HHC cover.  There was a suggestion to resend mobile contact numbers for PHN 
and HHC staff.  
 
4. To devise and introduce a patient information sheet to inform patients about interim 
home support and to ensure their expectations of further home support are kept in 
check by the end of January 2014. 
Only 6 out of 20 interviewees had seen the patient information sheet but they thought it was 
good. 
 
5. To devise a sub-protocol to manage periods of liaison nurse leave, to trial, implement 
and evaluate this sub-protocol by the beginning of April 2014. 
12 interviewees thought that the liaison nurse leave sub-protocol was satisfactory.  There was 
a suggestion to resend out the sub-protocol when notifying stakeholders of leave periods.  2 
interviews were confused about the sub-protocol and 6 hadn’t seen it.  14 were aware of their 
role during leave periods. 
 
 
Key to the results: 
Issues are defined as the problems or gaps identified by interviewees at semi-structured 
interviews. 
Weighting is the number of times the interviewees mentioned the issue. 
Actions are the steps taken to mitigate the issues and gaps raised. 
 
No.  Category Issues Issues Issues Issues 
1 Criteria Which patients 
is interim home 
support is used? 
Lack of referral 
criteria 
What about 
patients with 
existing home 
help or HCP 
services or very 
complex 
patients (MDT 
meeting) 
HHC and PHN 
request DCO to 
request iHS for 
clients with 
existing services 
and after MDT 
  Weightin
g 
5 5 6 6 
  ACTION
S 
Define referral 
criteria 
Define referral 
criteria 
Outline process 
for patients with 
existing home 
help or HCP 
services or very 
Review and 
define protocol; 
define referral 
criteria to avoid 
PHN or HHC 
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complex 
patients (MDT 
meeting) 
requesting DCO 
to apply for iHS 
when clients 
have existing 
services 
2 Protocol Not all steps are 
captured with 
current process 
Need to define 
what happens 
during leave 
periods 
Is the name 
suitable 
Deal with HCP 
Guidelines 
issues 
  Weightin
g 
3 12 5 3 
  ACTION
S 
Review, revise 
and publish 
protocol, to 
include all 
relevant current 
steps 
Devise sub-
protocol for 
leave periods 
Reframe the 
name of the 
protocol 
Determine if 
interim home 
support fits as a 
HCP; if not 
should the 
referrals be 
submitted as 
HCP? 
3 Roles Need to clarify 
the roles - who 
does what and 
when  
Home helps 
should be used 
to provide iHS in 
the first instance 
DCO, PHN, 
HSM and liaison 
nurse all 
contacting 
HHCO re same 
patient  
When HHC is 
on holidays 
usually a private 
provider is used 
- can't organise 
home help?  
Very difficult to 
convert to home 
help when other 
service 
established 
  Weightin
g 
2 4 1 3 
  ACTION
S 
Clearly define 
roles and 
responsibilities 
for each step of 
the interim 
support process 
Home helps 
should be the 
first port of call 
to fulfil iHS 
requirements; 
Include this as 
part of the 
protocol 
Clarify the 
protocol to avoid 
duplication of 
DCO, PHN, 
HSM and liaison 
nurse all 
contacting 
HHCO re same 
patient 
When HHC is 
on holidays 
usually a private 
provider is used 
as can't 
organise home 
help?  Very 
difficult to 
convert to home 
help when other 
service 
established.  
Clarify the 
protocol in this 
regard, being 
cognisant of the 
new home help 
contract 
4 Resourc
es 
Need to clarify 
who funds 
interim home 
support and the 
liaison nurse 
resource 
Simplify if 
possible liaison 
nurse tasks 
Business case 
for 0.4 liaison 
nurse post - 
delays getting 
clients assessed 
- lack of 
resource - 
clients remain in 
hospital over the 
weekend as 
Organise 
provision of 
home support 
services in a 
timely way 
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they are not 
assessed - not 
enough time to 
revert re 
availability of 
home helps etc 
  Weightin
g 
5 1 19 13 
  ACTION
S 
Indicate the 
funding 
arrangement re 
iHS in the 
protocol 
Modernise the 
IT support to 
improve ways of 
disseminating 
information; 
improve forms; 
devise criteria to 
avoid poor 
referrals 
Request the 
general 
manager's 
approval to 
increase the 
liaison nurse 
resource from 
0.6 WTE to 1 to 
cover 2 other 
days and 
periods of leave; 
prepare and 
submit business 
case 
Outline steps to 
organise 
provision of 
home support 
services in a 
timely way 
5 Forms Liaison nurse 
copies 
information from 
assessment 
form to other 
assessment 
form for other 
stakeholders, to 
advise of 
outcome of 
assessment and 
to request 
approval 
Need to manage 
discharge 
information to 
be available for 
PHN/HHC on 
time 
HHC fills in the 
set up (rainbow) 
form on their 
first visit to the 
client with the 
home help.  The 
PHN fills in the 
same form – 
duplication 
Need to improve 
communication 
to advise DCO 
of outcome of 
assessment 
  Weightin
g 
6 2 2  1 
  ACTION
S 
Devise an 
assessment 
form suitable for 
all stakeholder 
information 
requirements 
Devise an 
assessment 
form suitable for 
all stakeholder 
information 
requirements 
and a means to 
disseminate it 
quickly 
Remove 
duplication in 
the protocol re 
both PHN and 
HHC completing 
set up form, 
and, and advise 
HSM and DON 
of this practice 
Scan 
assessment 
form to DCO 
with level of 
services to be 
provided 
6 Commun
ications 
Need to improve 
communication 
to manage 
patients 
expectations 
Need to advise 
of discharge 
dates asap 
Need to check 
with DCO prior 
to actually going 
to carry out 
assessment 
Need to ensure 
all clients that 
need a 
supported 
discharge 
appear on home 
support list.  
They shouldn't 
appear on the 
delayed 
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discharge list 
initially without 
appearing on 
the list requiring 
home supports 
first 
  Weightin
g 
3 4 2 3 
  ACTION
S 
Devise a patient 
information 
sheet  
Advise liaison 
nurse and or 
PHN/HHC of 
discharge dates 
asap and 
include this step 
in the revised 
protocol 
Liaison nurse 
must check with 
DCO prior to 
visiting patient 
to ascertain if 
they are fit for 
discharge, 
include this step 
in the revised 
protocol 
Agree protocol 
re acute 
discharge lists 
as above 
7 Other HCP - who 
provides HCPs; 
are HCPs 
available; check 
issue with web 
site - confusion 
No home help 
services after 8 
in the evenings 
Issue arranging 
services on a 
Friday - 
discharges can 
be delayed  as 
can't contact 
PHN/HHC or no 
home helps 
available  
Were home help 
services 
available over 
Christmas 
  Weightin
g 
11 1 6 2 
  ACTION
S 
Advise HSM 
and GM of the 
issue re HCP - 
who provides 
HCPs; are 
HCPs available; 
check issue with 
web site - 
confusion 
Advise HSM 
and GM of the 
issue of the lack 
of availability of 
home helps 
after 8 pm  
Advise HSM 
and DON of the 
issue of 
arranging 
services on a 
Friday as  
discharges can 
be delayed  as 
can't contact 
PHN/HHC or no 
home helps 
available  
Raise the issue 
of availability of 
home helps 
services over 
Christmas with 
HSM 
 
Report on results of semi-structured interviews 
 
220 items of good practice, issues, gaps or components of the original protocol were 
documented as part of the semi-structured interview process.  135 of these were key issues 
and are summarised in the above table.  These were categorised under eight headings i.e. 
Criteria, protocol, roles, resources, forms, communication and other.  Following an analysis of 
the data a subgroup meeting was held to identify actions to mitigate the issues as follows 
using the headings:  
 
Criteria 
Devise criteria to avoid poor referrals.  
Outline process for patients with existing home help or HCP services or very complex patients 
(MDT meeting). 
Review and define protocol; define referral criteria to avoid PHN or HHC requesting DCO to 
apply for iHS when clients have existing services.  
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Protocol 
Review, revise and publish the protocol to include all relevant current steps. 
Devise sub-protocol for liaison nurse leave periods. 
Determine if interim home support fits as a HCP; if not should the referrals be submitted as 
HCP? 
Reframe the name of the protocol. 
 
Roles 
Clearly define roles and responsibilities for each step of the interim support process.  
Home helps should be the first port of call to fulfil iHS requirements; Include this as part of the 
protocol.   
Clarify the protocol to avoid duplication of DCO, PHN, HSM and liaison nurse all contacting 
HHCO re same patient. 
When HHC is on holidays usually a private provider is used as can't organise home help?  
Very difficult to convert to using a home help when the other service is established.  Clarify 
the protocol in this regard, being cognisant of the new home help contract. 
 
Resources 
Indicate the funding arrangement re iHS in the protocol. 
Modernise the IT support to improve ways of disseminating information; improve forms. 
Request the general manager's approval to increase the liaison nurse resource from 0.6 WTE 
to 1 to cover 2 other days and periods of leave; prepare and submit business case. 
Outline steps to organise provision of home support services in a timely way. 
 
Communications 
Devise a patient information sheet. 
Advise liaison nurse and or PHN/HHC of discharge dates asap and include this step in the 
revised protocol. 
Liaison nurse must check with DCO prior to visiting patient to ascertain if they are fit for 
discharge, include this step in the revised protocol  
Agree the protocol re the acute discharge lists. 
 
Forms 
Devise an assessment form suitable for all stakeholder information requirements. 
Remove duplication in the protocol re both PHN and HHC completing set up form, and, and 
advise HSM and DON of this practice.  
Arrange to scan assessment form to DCO with level of services to be provided. 
 
Other 
Advise HSM and GM of the issue of the lack of availability of home helps after 8 pm. 
Advise HSM and GM of the issue re HCP - who provides HCPs; are HCPs available; check 
issue with web site – confusion. 
Raise the issue of availability of home helps services over Christmas with HSM. 
Advise HSM and DON of the issue of arranging services on a Friday as discharges can be 
delayed as can't contact PHN/HHC or no home helps available. 
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Appendix 18 - Interim Home Support Form 
Hospital: ________________ Ward: _____________  Ext. 
No:__________ 
 
I confirm that the assessment process and purpose has been explained to me. I consent that information 
may be shared as appropriate by relevant health and social care professionals of this application. 
 
Client’s Signature ___________________________________ Date: ________________ 
 
PERSONAL DETAILS 
Name  
and 
Address 
 Name & contact 
details of Next of Kin 
 
 
 
 
 
 
Tel. No Home: 
 
Mobile: 
Tel. No Home: 
 
Mobile: 
Date of Birth: PHN: 
Expected Date of Discharge: HHC: 
Main Medical History: 
 
Past Medical History: 
 
Home Details – Tick if appropriate 
Accommodation Bedroom Bathroom WC 
Bungalow       Upstairs Shower Upstairs 
Two Storey Downstairs Bath Downstairs 
Apartment  Shower over bath  
 
Social Support – Tick if appropriate 
Family Support Living Alone Meals on Wheels Attends Day Centre 
Living with Family Home Help Personal Alarm  
 
Functional Activities 
 
1. Mobility – Tick if appropriate 
Independent Stick Zimmer Frame Wheelchair Hoist 
 
2. Personal ADL’s  
Indicate Independence: Upper Body Lower Body  
 
3. Mental State – Tick if appropriate 
Alert Confusion at Times Confused  
 
4. Other Completed Assessment Information 
Physio Assessment OT Assessment Stairs Assessment  
 
5. Assessment Tools 
MMSE MOCA Barthel  
 
Current Home Support Services           Interim Home Support (max. 2 weeks): 
HSE Home Help Hours per Week:  Recommendation: 
Interim Home Support Hours per Week: 
 
Private Provider Hours per Week: Provider of Interim Home Support: 
 
 Commencement Date: 
Current Total Hours per Week: Interim Home Support Hours per Week: 
 
Additional Information 
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Appendix 19 – Patient Information Sheet 
 
 
 
 
 
 
 
Interim Home Support Process Client Information Sheet 
 
Interim home support is for a maximum of 10 hours per week, for a 
maximum of 2 weeks, to facilitate a timely safe discharge home, to 
enable a community nursing assessment to be carried out to 
determine care needs. 
 
Please note that interim home support may be provided by the HSE 
or a private provider.  This support will usually be provided Monday 
to Friday.   
 
It is for a maximum of 2 weeks and during this period your local 
Public Health Nurse will reassess you at home to establish your 
ongoing care requirements.  At this assessment your care needs 
may have changed and these may be at the same level, reduced 
level or greater level of support. 
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Appendix 20 – Post Implementation Interview 
 
Semi-Structured Interview Post Implementation - Interim home support to aid 
safe discharge from acute services 
 
Name     Grade   Location  
 
1. How could the revised protocol and sub-protocol RE liaison nurse leave be made 
known to more stakeholders?  NO. 3  NO. 5  PROTOCOL 
 
 
2. What are the referral criteria for the provision of interim home support? NO. 1  NO. 2  
Criteria New client or one that requires a substantive increase up to 10 hours pw 
 
Choose one of the following  
 
Awareness   1 (unaware) 2   3 4 5 (knows criteria) 
 
 
3. How appropriate do you think these referral criteria are?  NO. 2  Criteria 
 
Choose one of the following  
 
Appropriateness  1 (very appropriate) 2 3 4 5 (not appropriate) 
 
 
4. Do patients with existing levels of home support or patients who may require a 
small increase in services to be discharged home safely qualify for interim home 
support?  NO. 2  Criteria  Answer should be no – should just be reactivated. 
 
Choose one of the following  
 
Yes    or   No  
 
 
5. Would a patient, not previously known to community services, that requires over 
10 hours home support qualify for interim home support? NO. 2  Criteria No 
 
Choose one of the following  
 
Yes    or   No  
 
 
6. What improvements could be made in terms of clarity regarding the criteria?  NO. 2  
Criteria 
 
 
7. How could the criteria be made known to more stakeholders?  NO. 2  NO. 3  Criteria 
 
 
8. Why was the name of the revised protocol changed to the Protocol for interim 
home support?  NO. 1  PROTOCOL  False expectation of HCP 
 
Choose one of the following  
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Awareness  1 (unaware) 2 3 4 5 (knows reasons) 
 
9. Is the interim home support protocol easier and clearer to follow?  NO. 1  PROTOCOL 
 
Choose one of the following  
 
Improved  1 (much clearer) 2 3 4 5 (confusing) 
 
a. Are any relevant steps missing? 
 
 
10. Are you aware that interim home support is no longer included in HCP returns?  NO. 
1  CRITERIA 
 
Choose one of the following  
 
Yes    or   No  
 
b. Why isn’t it included? 
 
 
11. How many inappropriate referrals did you send or receive for iHS?  NO. 2  RESOURCES 
 
 
12. Ideally who should contact the HHC to ascertain the current level of home support 
services?  NO. 1  NO. 3  PROTOCOL  ROLES  Ideally the DCO rings  PHN who rings the HHC, 
the LN contacts the HHC to arrange services thereafter 
 
Choose one of the following  
 
DCO or PHN  Either DCO or PHN   Rely on patient
    
 
13. Are you aware of the new sub-protocol that covers liaison nurse leave periods?  
NO. 1  NO. 5  PROTOCOL  RESOURCES 
 
Choose one of the following  
 
Yes    or   No  
 
 
14. Can you tell me your role in this sub-protocol covering leave?  NO. 1  NO. 5 ROLES 
 
Choose one of the following  
 
Awareness  1 (unaware) 2 3 4 5 (knows role) 
 
 
15. Are you confused about anybodies role in the process?  NO. 1  ROLES 
 
Choose one of the following  
 
Yes    or   No  
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c. Whose? 
 
16. Who should be requested to provide interim home support in the first instance, 
where possible?  NO. 1  PROTOCOL  ROLES  RESOURCES  HSE HH, if not private provider 
 
Choose one of the following by circling the appropriate YES 
 
 Either HSE home help or private provider, YES  
whichever is available  
 
 A private provider    YES 
 
 HSE Home Help Service   YES 
 
 
17. When should interim home support be provided?  NO. 1 
 
Choose one of the following by ticking the appropriate response 
 
 Never till assessed at home by PHN  ____________ 
 
 Never till assessed at home by HHC  ____________ 
 
 Never till assessed by the liaison nurse ____________ 
 
 
18. How is the home help service organised to provide interim home support when a 
HHC is on holidays or is a private provider always used instead?  NO. 1  NO. 5  
PROTOCOL  ROLES  RESOURCES  The DCO should arrange via the PHN 
 
Choose one of the following  
 
Awareness  1 (unaware) 2 3 4 5 (knows protocol) 
 
 
19. Who funds interim home support?  NO. 1  RESOURCES 
 
Choose one of the following  
 
Hospital  or  Community Services  
 
 
20. How does the liaison nurse advise stakeholders that the patient is suitable for 
interim home support and of the required discharge information gleaned during 
assessment?  NO. 1  NO. 2  NO. 3  RESOURCES  FORMS  COMMUNICATION  Via e-mail - 
scanning 
 
 
d. Do you have any issues with accessing scanned information? 
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21. Do you think that a business case should be submitted to increase the liaison 
nurse post from 0.6 to 1 WTE?  NO. 1  RESOURCES 
Choose one of the following  
 
Yes    or   No  
22. Have you seen the new assessment form for interim home support?  NO. 1  NO. 2  
FORMS 
 
Choose one of the following  
 
Yes    or   No  
 
 If yes, is it missing any information you require? 
 
 
23. Why does the PHN and HHC fill in the patent set-up form?  OTHER  ROLES  RESOURCES  
FORMS 
 
 
e. Could one pass on the form to the other for use to save time? 
 
Choose one of the following  
 
Yes    or   No  
 
 
24. Have you been advised or are you aware of the current status in terms of HCP? Are 
they available?  What is the current status of HCP?  OTHER  PROTOCOL  CRITERIA 
 
 
25. Have you seen or used the patient information sheet for interim home support?  NO. 
3  NO. 4  COMMUNICATION 
 
Choose one of the following  
 
Yes    or   No  
 
 If yes, can it be improved or is it satisfactory? 
 
 
26. Does the liaison nurse contact the DCO prior to assessing the patient to ensure the 
patient is still fit for discharge?  NO. 1  NO. 3  ROLES  RESOURCES  COMMUNICATION 
 
Choose one of the following  
 
Yes    or   No  
 
 
27. Are all patients that require home support appearing on the relevant list for home 
support in the first instance as they shouldn't appear on the delayed discharge list 
initially without appearing on the list requiring home supports first?  NO. 3  
COMMUNICATION 
 
Choose one of the following  
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Yes    or   No  
 
 
28. Are home helps available on a Friday or at weekends or are fewer available on that 
day?  NO. 1  RESOURCES  OTHER 
29. Are HSE home helps available to provide interim home support after 8pm?  OTHER  
RESOURCES 
 
Choose one of the following  
 
Awareness  1 (unaware)  2 (knows) 
 
 
30. If interim home support is required after 8pm who should provide it?  NO. 1  
RESOURCES OTHER 
 
Choose one of the following  
 
Awareness  1 (unaware) 2 3 4 5 (aware) 
 
 
31. Is there an issue arranging services on a Friday or weekends delaying discharges?  
NO. 1  RESOURCES  OTHER 
 
 
32. How can the PHN/HHC be contacted on a Friday?  NO. 3  COMMUNICATION 
 
 
 
33. Were home helps working over Christmas as there appears to have been gaps?  
OTHER ROLES 
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Appendix 21 - Discussion and Conclusion regarding 
ALS Meetings and Reflective Practice 
 
 ALS Meetings 
 
Students were encouraged to attend facilitated ALS meetings.  Brookfield 
(1995) explained that by enlivening the learning environment and increasing 
democratic trust, conditions are increased where each person is respected, 
valued and heard.  This reflected the atmosphere of the meetings and 
attendance proved to be a positive supportive experience, despite initial 
reservations.  The ALS gave students a safe place to discuss and clarify 
problems, to seek advice, whilst facilitating them to determine next steps for 
themselves.  The ALS pushed individuals to set targets and to make 
decisions, enabling different perspectives to be considered.  Even though the 
completion of the project and subsequent thesis was self motivated, the ALS 
monitored progress, helped revise the scope of the project and maintained a 
focus on the project objectives, outcomes and their subsequent evaluation.  
These meetings were critical to ensuring the correct approach to leading the 
project was chosen and that the project remained on track. 
 
Reflective Practice 
 
Reflective practice was encouraged to enable students to reflect on events as 
they occurred in the project and at work.  Following the insight of an 
experience, feelings and emergent thoughts are identified, allowing areas for 
improvement to be considered and thereby learning from the experience.  
This practice of recording the event through the perspectives of others often 
helped to clarify situations.  Following a number of reflections, the author 
identified a pattern of behaviour involving the same stakeholder which hadn’t 
been identified previously, enabling a different approach to be used when 
managing same.  A reflective diary was maintained for the duration of the 
project using the diary template.  This was completed after each ALS meeting.  
It helped to refine the project objectives and their subsequent evaluation, and 
assisted planning next steps.  This practice will continue to be utilised. 
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Appendix 22 – Post Project Impact Statement 
Evaluating the impact of your project  
Fill in the table, identifying up to 3 issues within each category (behavioural, structural, 
personal, cultural), each with a statement describing the situation now and a description of 
how you intend the situation to be at the end of the programme. 
 
Project Impact Statement: 
Process: describe how processes are 
carried out now 
1. Informal communication re 
current levels of service – not 
always confirmed by DCO, then 
liaison nurse has to ascertain 
same 
2. No consistent way of treating 
patients with existing home 
support services 
 
3. No consistent way of treating 
patients that require high levels 
of service on discharge 
4. Informally liaison nurse or 
DCO phones to check if patient is 
medically fit for discharge 
5. Liaison nurse contacts the 
HHC or PHN to arrange services 
but there is no consistent 
approach to service provision  
6. When HHC is on leave often 
private provider is used 
7. If a HHC can’t carry out an 
environmental assessment within 
24 hours of the service request a 
private provider is used 
8. Confusion re availability of 
services on Fridays 
9. Confusion re availability of 
services after 8 pm and 
weekends 
10. Liaison nurse transcribes 
assessment onto a shorter 
discharge form, photocopies it 
and then posts the form to PHN, 
HHC, DCO and GM (for 
approval) once the service is 
arranged 
11. No leave arrangements for 
liaison nurse leave periods 
12. Lack of clarity re HCP 
provision 
Process: describe how the processes 
will change in the  new  reality 
1. Per the protocol the DCO will 
contact the PHN to ascertain 
current level of home support 
services 
2. Patients with existing home 
support will have service 
reactivated without an iHS 
referral 
3. Complex patients will be referred 
to an MDT to arrange services on 
discharge, per protocol 
4. Liaison nurse will phone DCO to 
ensure patient is medically fit for 
discharge 
5. HSE home helps will be used 
when available, to assist 
implementation of the new 
national home help contract 
 
6. This matter needs to be referred 
to the HSM for resolution 
7. This matter needs to be referred 
to the HSM for resolution 
 
8. Established status of service 
provision during week days 
9. This matter needs to be referred 
to the HSM for resolution 
10. New assessment form devised 
suitable for all information 
requirements of PHN, HHC, 
DCO, GM and liaison nurse so 
no need to transcribe 
information.  Form disseminated 
by scanner to relevant 
stakeholders to save time 
photocopying and posting 
11. New sub-protocol for leave 
periods 
12. Need to clarify status of the 
provision of HCP in Cork 
Process: describe the revised 
processes changed in the new reality 
1. The DCO will contact the PHN to 
ascertain current level of home 
support services, per the new 
protocol 
2. Patients with existing home 
support will have service 
reactivated without an iHS 
referral 
3. Complex patients will be referred 
to an MDT to arrange services on 
discharge, per protocol 
4. Liaison nurse will phone DCO to 
ensure patient is medically fit for 
discharge 
5. HSE home helps will be used 
when available, to assist 
implementation of the new 
national home help contract 
 
6. This matter has been referred to 
the HSM for resolution 
7. This matter has been referred to 
the HSM for resolution 
 
8. Established status of service 
provision during week days 
9. This matter has been referred to 
the HSM for resolution 
10. New assessment form devised 
suitable for all information 
requirements of PHN, HHC, 
DCO, GM and liaison nurse so 
no need to transcribe 
information.  Form disseminated 
by scanner to relevant 
stakeholders to save time 
photocopying and posting 
11. New sub-protocol for leave 
periods 
12. Need to clarify status of the 
provision of HCP in Cork 
Structural: describe the way roles 
and responsibilities are currently 
organised 
 
1. Lack of clarity re roles and 
responsibilities 
2. Confusion re who should 
Structural: describe how 
roles/responsibilities would be 
organised once this issue has been 
addressed 
1. Protocol will outline roles and 
responsibilities  
2. This issue will have to 
Structural: describe the how 
roles/responsibilities are organised 
once this issue has been addressed 
1. Protocol outlines roles and 
responsibilities  
2. This issue has to be referred 
back to the DPHN and HSM 
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determine the level of hours 
that the patient should 
receive to carryout 
prescribed tasks 
3. Confusion during liaison 
nurse leave periods 
referred back to the DPHN 
and HSM for a decision, as 
PHN don’t know number of 
hours being put in on the 
ground 
3. New protocol with clear roles 
and responsibilities when the 
liaison nurse is on annual 
leave in situ 
for a decision, as PHN don’t 
know number of hours being 
put in on the ground 
3. New protocol devised with 
clear roles and 
responsibilities when the 
liaison nurse is on annual 
leave in situ 
Behavioural: describe current 
patterns of behaviour/attitudes of the 
key people involved with the issue  
1. There is a lack of adherence to 
the protocol – it’s only partially 
adhered to or ignored 
 
 
 
2. The protocol is used for all types 
of referral, even for clients with 
existing services prior to 
hospitalisation, wasting the 
liaison nurses time.  Often PHNs 
suggest that the protocol be used 
for such clients inappropriately 
3. There is no confidence about the 
protocol during leave periods so 
it isn’t followed, used or 
inappropriate alternates are 
utilised instead e.g. 
convalescence 
 
4. Liaison nurse dreads leave 
periods as she is swamped when 
she returns to work – it takes 
about 3 weeks to catch up fully 
following one weeks leave 
Behavioural: what sort of behaviours 
would (ideally) be evident when the 
issue has been addressed? 
1. Revised protocol implemented 
via HSM and DPHN, using a 
road show for DCO to ensure 
understanding – incorporating 
suggestions from stakeholders 
through the feedback thus 
helping to ensure adherence to 
the protocol 
2. PHNs will reactivate existing 
services without the use of the 
protocol and there will be clear 
criteria for all types of referrals, 
avoiding unnecessary referral. 
3. Protocol for periods of leave 
should be devised, published and 
implemented.  This will ensure 
that roles and responsibilities are 
understood and the protocol can’t 
be ignored  
4. New protocol for periods of leave 
should be used so there is no 
need for discharges to be 
delayed, appropriate safe 
discharges should continue and 
when liaison nurse returns from 
leave she should catch up with 
assessments within a week 
Behavioural: what sort of behaviours 
are (ideally) now evident? 
1. Revised protocol implemented 
via HSM and DPHN, via e-mail. 
Used a road show for DCO to 
ensure understanding – 
incorporating suggestions from 
stakeholders through the 
feedback thus helping to ensure 
adherence to the protocol 
2. PHNs reactivate existing services 
without the use of the protocol 
and there will be clear criteria for 
all types of referrals, avoiding 
unnecessary referral. 
3. Protocol for periods of leave is in 
situ, published and implemented.  
This will ensure that roles and 
responsibilities are understood 
and the protocol can’t be ignored  
4. New protocol for periods of leave 
should be used so there is no 
need for discharges to be 
delayed, appropriate safe 
discharges should continue and 
when liaison nurse returns from 
leave she should catch up with 
assessments within a week 
Cultural: describe “how things are 
done around here” now, e.g. 
accepted ways of doing things, 
implicit understandings 
1. Communication is informal 
and haphazard and only 
occurs because DCO and 
liaison nurse know each 
other 
2. PHN and HHC locally find 
communication re iHCP 
discharge is poor – no 
thought re importance of this 
information to activate an 
assessment at home etc 
3. DCO forget that his provision 
is not an emergency service 
– need some notice to 
organise services 
4. HHC use private providers 
whenever it suits 
Cultural: what will be “the way things 
are done around here” when the 
issue has been addressed? 
1. The protocol documents key 
steps in relation to 
communication and roles & 
responsibilities re same. 
 
2. A new way to ensure 
discharge information arrives 
on time is implemented 
 
 
3. Need to continually reinforce 
this message 
 
4. There needs to be some 
clarity as to when private 
providers are used 
Cultural: what will be “the way things 
are done around here” when the 
issue has been addressed? 
1. The protocol documents key 
steps in relation to 
communication and roles & 
responsibilities re same. 
 
2. A new way to ensure discharge 
information arrives on time was 
implemented 
 
 
3. Need to continually reinforce this 
message via briefings 
 
4. There needs to be further clarity 
as to when private providers are 
used 
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Appendix 23 -  Analysis of quality and satisfaction 
regarding referral criteria 
 
Number of 
Respondents  
Comment on Quality of the Criteria 
14 The referral criteria were appropriate. 
12 Satisfied the criteria couldn’t be improved.   
Issue: A number of interviewees reported that HHCs & PHNs are still 
inappropriately requesting patients be referred for iHS following an MDT 
meeting instead of treating them as planned discharges i.e. no iHS.   
2 Suggestion: Patients in hospital for a long time should be treated like new 
patients in terms of the protocol. 
1 Suggestion: Teleconferencing should be available for staff who can't 
physically attend an MDT 
Liaison Nurse Improvement: Fewer inappropriate referrals i.e. 1 in the last 2 weeks at the 
time of interview, attributing the improvement to better communication 
between stakeholders 
 
Appendix 24 - Analysis re quality of communication 
 
Number of 
Respondents  
Comment on Quality of the Criteria 
14 No problem contacting personnel on Fridays.  
Issue: Only in areas that are without PHN and HHC cover.   
Suggestion: Redistribute mobile contact numbers for PHN and HHC staff to 
DCOs.   
13 Improvement: Use of the discharge lists improved.  No patients appearing 
on the delayed discharge list without first appearing on the discharge list for 
home support. 
16 Understood the protocol’s roles and responsibilities in relation to 
communication,  
Issue: Some confusion regarding roles and responsibility regarding 
communication. 
4 out of the 6 
interviewed 
said: 
Suggestion: The liaison nurse should scan the completed form with the 
assessment outcomes on the same day, as wards require this information 
asap for planning purposes, even where provision of the iHS is through a 
private provider.  
2 Suggestion: The area ADPHN should be a recipient of the completed 
assessment form in case the area PHN was absent 
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Appendix 25 - Poster   
Introduction & Background Evaluation
The local Winter Capacity Initiative 
(WCI) Group was established in 
2010 comprising of representatives 
from community and acute services.  
Its aim was to integrate these 
services to improve discharges. The 
provision of interim home care 
packages (iHCP)  commenced 
locally in 2010, in conjunction with 
the rollout of the national HSE Home 
Care Package (HCP) Guidelines1
and as part of the local WCI’s plan to 
aid discharges. This project was 
established to deal with operational 
issues encountered relating to  
discharge supported by iHCP, 
including lack of referral criteria and 
poor dissemination of discharge 
information.
Stakeholders were asked about their 
awareness and quality of different 
elements of the protocol.  Figure 3 
shows the level of awareness. Figure 
4 shows their level of satisfaction.
1. Further front line staff face to face 
team briefings should be 
conducted to ensure buy-in not  
achieved through initial e-mails. 
2. The name change from iHCP to 
interim home support protocol  
removes associated confusion 
with HCP and its requirements. 
3. No trends in expenditure, patient 
numbers, or hours were identified 
following month on month/year on 
year comparison.  There are no 
budgetary implications for     
management at any time of year. 
4. Further research should be carried 
out to review how other discharge 
information is disseminated.  
•The Aim and objectives were met  
but direct communication of the 
protocol needs to continue, to 
improve awareness and adherence. 
•Research should be carried out to 
ascertain the saving in bed days   
which will support a case to 
increase nurse liaison cover. 
Recommendations
1.Continue to use the protocol
2.Re-evaluate awareness and    
adherence to the  protocol once  
team briefings are complete and  
review the protocol regularly. 
Methodology
1. Health service Executive (2010). National guidelines and
procedures for standardised implementation of the homecare 
package scheme. Dublin, HSE.
2. Health service Executive (2008) Improving our services: A user’s
guide to managing change in the HSE. Dublin, HSE. 
Figure 2: Resistance
Interim Home Support to aid Safe Discharge Home 
from 4 Acute Sites 
Susanne O’Sullivan (susanne.osullivan@hse.ie) Student ID Number 7212453
Model
The HSE Change Model2 was used  
to underpin the project.  The main 
actions are outlined below using the 
model’s key headings.
Initiation 
Various tools were used including an 
Organisational Politics Questionnaire 
to ensure acute and community 
perspectives were considered. 
Planning 
Organisational/Stakeholder Impact 
Statement was completed and key 
stakeholder benefits were identified. 
Implementation 
A new protocol, assessment form, 
information sheet and a new system 
for disseminating discharge 
information were developed and 
implemented. A new sub-protocol to 
manage periods of liaison nurse 
leave was developed and trialled.
Mainstreaming 
The protocol was launched by direct 
meetings with key stakeholders and 
by e-mail via line managers to front 
line staff. It was evaluated through 20 
semi-structured interviews.
Figure 2: HSE Change Model2
Figure 3 Evaluation of Awareness of the Protocol 
Organisational Impact 
MSc in Leadership and Management Development
Figure 4 Evaluation of Quality Aspects
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Figure 1: The new protocol, assessment form and 
patient information sheet 
Aim: 
To implement a clear protocol 
for older persons to be discharged 
home safely from 4 acute sites using 
up to 10 hours interim home support.
Objectives:
1. Establish clear referral criteria.
2. Develop a common assessment 
form and improve dissemination of 
discharge information.
3. Develop and implement a 
patient information sheet.
4. Identify trends in expenditure,
patient numbers and allocation of 
hours for interim home support in 
order to assist annual budgeting 
and hours allocation. 
1 to 4  to be achieved by  February 2014.
5. Devise a way to manage the 
protocol when the liaison nurse is 
on leave, by April 2014.
Aims and Objectives
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Appendix 26 
 
The number of inpatient discharges in acute sites in the South: 
 
Hospital 2010 2011 2012 2013 Since 2010 
Lourdes 
Orthopaedic 
Hospital 
857 853 965 987 Increase 
St. Luke’s 
Hospital 
14675 13905 12561 13418 Decrease 
Wexford 
General 
Hospital 
15017 16544 17324 17472 Increase 
Cork University 
Hospital 
26636 29546 32428 30780 Increase 
 
South Infirmary 
Victoria 
Hospital 
8528 8440 8475 8190 Decrease 
Mercy 
University 
Hospital 
9169 9541 10304 11291 Increase 
Waterford 
Regional 
Hospital  
23470 22925 22835 20042 Decrease 
Total 98352 101754 104892 102180 Decrease 
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Appendix 27 – Patient Outcome Data 
 
A review of empirical data regarding the level of home support 
provided to patients who initially received an iHCP to return 
home 
 
A review of empirical data regarding the level of home support provided to 
patients who initially received an iHCP to return home was carried out to 
establish if there was a pattern in respect of the level of home support 
provided after discharge at different time intervals or to identify other 
outcomes following receipt of an iHCP on discharge where the time intervals 
are 1 month, 6 months and a year following receipt of the iHCP.  The results 
of the review were collated in excel.  Patient outcomes were reviewed as a 
basis for future evaluation which is the hardest type of evaluation to 
determine.   
 
In 2011 205 iHCPs were provided.  27 iHCPs and 26 patients who received 
iHCPs were reviewed.  There was no change in the number of home help 
hours provided to a patient following the provision of an iHCP in 15 cases or 
55% after any time interval.  There was an increase in home help provision in 
4 cases after one month or 15%, all of which were large increases of over 5 
hours.  There was an increase in home help provision in 8 cases after 6 
months or 30%, 3 of which were large increases of over 5 hours, and 2 of 
which were negligible.  There was no change in HCP provision following an 
iHCP in 23 cases or 85%.  There was an increase in HCP provision in 2 cases 
after one month or 7.5%, only one of which was at a maximum.  There was an 
increase in HCP provision in 2 cases after 6 months or 7.5%, only one of 
which was at a maximum HCP level. 
 
181 iHCP were provided in 2012 and 21 patients of those patients were 
reviewed.  There was no change in the number of home help hours provided 
to a patient following an iHCP in 12 cases or 57%.  There was an increase in 
home help provision in 2 cases after one month or 10%, all increases were 5 
hours or under.  There was an increase in home help hours in 6 cases after 6 
months or 29%, one of these was a large increase over 5 hours and one was 
extremely large.  There was an increase in home help hours in 1 case after 12 
months or 5%, the increase was 5 hours.  There was no change in HCP 
provision following an iHCP in 18 cases or 86%.  There was an increase in 
HCP provision in 2 cases after one month or 10%, but only one of which was 
at a maximum after one year.  There was an increase in HCP provision in 12 
cases after 12 months (5%) with an increase of 5 hours.  
 
Out of the 88 iHCP provided in 2013, 20 patients were reviewed.  There was 
no change in the number of home help hours following an iHCP in 14 cases or 
70%, which was higher than previous years.  There was an increase in home 
help hours in 4 cases after one month or 20%, 2 of which were large 
increases.  There was an increase in home help hours in 1 case after 6 
months or 5%.  I was unable to determine the increase in home help hours in 
14 cases after one year as this is in the future.  There was no change in HCP 
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provision following an iHCP in 19 cases or 95%.  There was an increase in 
HCP provision in 1 case after one month or 5%, which was a large increase.  I 
was unable to determine the increase in HCP hours in 14 cases after one year 
as this is in the future 
 
The majority of patients received once off support and didn't required further 
services after the specified time intervals according to the available records. 
The percentages in 2011, 2012 and 2013 were very similar to the 2013 
percentage of patients, who didn’t require an increase in home help after 
interim support, in fact in 2013 the percentage was a little higher. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
2013 Patient Outcome Data 
Project 
Number 
Date of 
iHCP 
Home Help 
Hours 
before 
iHCP 
Home Help 
Hours after 
1 month 
HCP 
Hours 
after 1 
month 
Home Help 
Hours after 
6 months 
HCP Hours 
after 6 
months 
Home Help 
Hours after 
12 months 
HCP Hours 
after 12 
months 
Total iHCP 
Hours 
Provided 
Analysis of Home 
Help 
Analyis of HCP 
49 23/12/2012 0 2 None 0 None 0 None 18 No change No change 
50 05/12/2012 0 0 None 0 None 0 None 1 No change No change 
51 05/12/2012 0 0 None 0 None 0 None 1 No change No change 
52 12/02/2013 0 0 None 0 None 0 None 20 No change No change 
53 21/02/2013 0 4 None 0 None 0 None 28 No change No change 
54 08/04/2013 0 0 None 1 None Future Future 10 Increase of 1 home 
help hour after 6 
months 
No change 
55 08/04/2013 0 8.5 15 hours 
per week 
8 15 hours 
per week 
Future Future 20 Large increase of 
home help hours 
after 1 month, 
ongoing 
Large increase 
of HCP after one 
month, ongoing 
56 08/04/2013 0 0 None 0 None Future Future 10 No change No change 
57 08/04/2013 4 0 None 4 None Future Future 10 No change No change 
58 15/04/2013 0 0 None 0 None Future Future 10 No change No change 
59 19/04/2013 0 0 None 0 None Future Future 10 No change No change 
60 27/05/2013 0 0 None 0 None Future Future 20 No change No change 
61 13/06/2013 0 5 None 0 None Future Future 20 Increase of 5 home 
help hours after 
one month only 
No change 
62 13/06/2013 0 0 None 0 None Future Future 10 No change No change 
63 13/06/2013 2 0 None 0 None Future Future 20 No change No change 
64 03/07/2013 0 0 None 0 None Future Future 20 No change No change 
65 03/07/2013 0 0 None 0 None Future Future 15 No change No change 
66 03/07/2013 2 5 None 5 None Future Future 5 Increase of 3 home 
help hours after 
one month, 
ongoing 
No change 
67 03/07/2013 0 7.5 None 7.5 None Future Future 20 Large increase of 
home help hours 
after 1 month, 
ongoing 
No change 
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2012 Patient Outcome Data 
Project 
Number 
Date of 
iHCP 
Home 
Help 
Hours 
before 
iHCP 
Home 
Help 
Hours 
after 1 
month 
HCP Hours 
after 1 
month 
Home 
Help 
Hours 
after 6 
month
s 
HCP 
Hours 
after 6 
months 
Home 
Help 
Hours 
after 12 
months 
HCP Hours 
after 12 
months 
Total 
iHCP 
Hours 
Provid
ed 
Analysis of Home Help Analysis of HCP 
28 04/01/2012 0 0 None 0 None 0 None 11 No Change No Change 
29 04/01/2012 0 0 None 0 None 0 None 10 No Change No Change 
30 05/01/2012 0 0 None 0 None 0 None 34 No Change No Change 
31 05/01/2012 0 0 None 0 None 0 None 11 No Change No Change 
32 27/01/2012 3 0 None 4 None 1 None 11 Increase in home help hours after 
6 months, lesser amount ongoing 
from a year 
No Change 
33 27/01/2012 0 0 None 0 None 0 None 30 No Change No Change 
34 27/01/2012 0 3 None 5 None 4.5 None 30 Increase in home help hours after 
1 month, ongoing  
No Change 
35 27/01/2012 0 0 None 5 None 2.5 None 30 Increase in home help hours from 
6 months, ongoing 
No Change 
36 27/01/2012 0 0 HCP 
private 
provider - 
5 hours 
per week  
5 HCP 
private 
provider 
- 5 hours 
pw  
5 HCP 
private 
provider - 
5 hours 
per week  
24 Increase in home help hours from 
6 months, ongoing 
HCP provided from one month 
following iHCP 
37 02/02/2012 0 4 None 5 None 5 None 8 Increase in home help hours from 
one month, ongoing 
No Change 
38 02/02/2012 0 0 None 9 WL 9 WL 27 Increase in home help hours from 
6 months, ongoing 
No Change 
39 02/02/2012 0 0 None 0 None 0 None 7 No Change No Change 
40 02/02/2012 0 0 None 41 None 41 None 80 Large increase in home help hours 
from 6 months, ongoing 
No Change 
41 02/02/2012 0 0 None 0 None 0 None 10 No Change No Change 
42 10/02/2012 0 0 None 0 None 0 None 27 No Change No Change 
43 10/02/2012 0 0 None 8 None 0 None 22 Large increase from 6 months, not 
ongoing 
No Change 
44 10/02/2012 0 0 €282 pw 
ISP 
0 €282 pw 
ISP 
0 €282 pw 
ISP 
50 No Change HCP from one month after iHCP 
provision 
45 10/02/2012 0 0 None 0 None 0 None 1 No Change No Change 
46 16/02/2012 0 0 None 0 None 5 hours 5 hours 14 Increase of 5 hours from one year Increase of 5 hours after 1 year 
47 16/02/2012 0 0 None 0 None 0 None 20 No Change No Change 
48 16/02/2012 1 2.5 None 0 None 0 None 27 No Change No Change 
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2011 Patient Outcome Data 
Project 
Number 
Home 
Help 
Hours 
before 
iHCP 
Home 
Help 
Hours 
after 1 
month 
HCP 
Hours 
after 1 
month 
Home 
Help 
Hours 
after 6 
months 
HCP 
Hours 
after 6 
months 
Home 
Help 
Hours 
after 12 
months 
HCP 
Hours 
after 12 
months 
Total 
iHCP 
Hours 
Provided 
Analysis of Home Help Analyis of HCP 
1 0 0 None 12.5 €252 pw w  12 €252 pw 28 Change in home help after 6 
months 
Change in HCP after 6 months 
2 0 0 None 8 None 7.5 None 27.5 Change in home help after 6 
months 
No change 
3 0 0 None 0 None 0 None 30 No change No change 
4 0 0 €315 pw 0 None 0 None 42 No change HCP for a limited period after 
one month only 
5 0 0 None 0 None 0 None 28 No change No change 
6 0 0 None 0 None 0 None 11 No change No change 
7 0 0 None 0 None 0 None 14 No change No change 
8 0 0 None 0 None 0 None 26 No change No change 
9 0 0 €1325 per 
week 
12.75 € 525 7.5 € 525 72 Large increase in home help after 
one month, halved by 6 months, 
ongoing 
Large increase in HCP after one 
month, halved by 6 months, 
ongoing 
10 1 1.5 None 1.5 None 1.5 None 24 No change No change 
11 0 0 None 0 None 0 None 46 No change No change 
12 0 8 None 8 None 10.5 None 28 Increase of home help to 8 hours 
from one month, ongoing 
No change 
13 0 0 None 0 None 0 None 11 No change No change 
14 0 0 None 1 None 4 None 9 Increase of home help of one hour 
after 6 months, by 4 hours after 
one year 
No change 
15 0 0 None 12.5 None 8 None 28 Increase of home help hours by 
12.5 hours help after 6 months, by 
8 hours after one year 
No change 
16 0 0 None 0 None 0 None 18 No change No change 
17 0 0 None 1 None 1 None 19 Increase of home help by one hour 
from 6 months 
No change 
18 4 5 None 5 €525 per 
week 
0 €525 per 
week 
10 No change Increase of HCP from 6 months 
ongoing 
19 0 0 None 5 None 5 None 9 Increase of home help hours by 5 
hours from 6 months 
No change 
20 0 0 None 0 None 0 None 20 No change No change 
21 5 8 None 6.5 None 8 None 12 No change No change 
22 0 17.5 None 7 None 7 None 24 Large increase in home help after 
one month, halved by 6 months, 
No change 
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ongoing 
23 0 7.5 None 7 None 0 None 36 Increase of home help hours by 
7.5 hours from one month 
No change 
24 0 0 None 2 None 0 None 10 Brief small change after 6 months No change 
25 0 0 None 4 None 4 None 8 Brief small change after 6 months No change 
26 0 0 None 0 None 4 None 18 No change No change 
27 0 0 None 0 None 0 None 15 No change No change 
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Appendix 28 – Ghantt Chart 
 
Project Steps / Phases 
 
Sept. 
 
Oct. 
 
Nov. 
 
Dec. 
 
Jan. 
 
Feb. 
 
March 
 
April 
 
May 
Analyse patient  outcomes 
data 
         
Analyse expenditure, 
number of clients, and 
number of hours for trends 
         
Complete Stakeholder 
Analysis, and other HSE 
Change Model tools 
         
Carry-out validation exercise          
Establish sub-group and 
revise protocol 
         
Arrange IT          
Circulate protocol and trial 
leave sub-protocol 
         
Evaluation exercise 
 
         
Write up study          
Submit Thesis         14th May 
 
